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CHAPTER ONJ!: 
:mTRODUOTION 
l. The probl.em. The place of the hospital in modern 
society is no longer considered from the medical point of 
view alone, but in larger context with its social, religious, 
and personal implications. One of the institutions in 
society traditional.l.y concerned with the care of the siek 
both inside and outside of hospitals is the church. From 
the time of Jesus' healing work and the apostles• prayers 
for the sick with the laying on of hands, to the establ.ish-
ment of hospitals by the church, and the present interest 
in chaplaincy service, the church has been continuously 
interested in the care ot the sick. A recent survey of the 
present-day hospital and its background gives ful.l credit 
to the church's role in the care of the sick.l Even 
during the Dark Ages when the church was deterring medical 
science by its dogmatic attitude, religious orders were 
caring tor the sick in a primitive way and erecting the 
· first hospitals. 
Until recent times the two fields ot medicine and 
rel.igi~ were widely separated and worked ~lmost indepen-
cllently of each other. A few pioneer spirits like Dr. 
1 Faxon, HOL, chap. 1. 
William. s. Keller, Dr. Anton T. Boisen, Dr. Richard c. 
Cabot and Rev. Russell L. Dicks began to correlate medi-
cine and religion in what came to be known. as the clinical 
training movement. 2 Among the doctors who appreciated the 
interest ot the ehureh in sickness and health was Dr. Riehari 
c. Cabot.3 He and Chaplaim Russell L. Dicks worked cl0sely 
together at the Massachusetts General Hospital in Boston. 
The results of their eo-operative experiences and iRsights 
was a manual that has been of help to doctors ancl clergymen 
alike in creating mutual undnstanding bet\V'een the two 
' 
professions.4 After centuries of ideological conflict ani 
protessional jealousy, a new era has now come in which 
pastors and physicians work side by side for the welfare 
of the patient. 
The problem confronted in this stuciiy is to seek an 
understanding ot the chaplaincy as a recently emerging 
profession. This problem includes the functions, difficul-
ties, relationships, and significance of the role of the 
chaplain in the hospital setting. 
i. The newness of the role of the chaplain. The 
historical backgrounds in theology, medical theory, ani 
! Hilt~er, OPT, pp. 17-21. 
: W0od, Diss •. (1949). 
Cabot and Dicks, .AMS. 
2 
social attitudes are i~teresting, but trom a psyeholo~ieal 
point ot view a more im.po.Ttant question is what meaning 
this tact ot newness has for the role of the chaplain. Any 
new position, function, practice, or responsibility creates 
a feeling of insecurity. There is the inevitable period of 
adjustment and accommodation. Anything new has a tendency 
to threaten people until they have had opportunity to test 
it and discover tor themselves whether it is harmful, danger-
ous, or beneficial. A new role or function has no clear pre-
cedent. 
A role is defined as a pattern of behavior eor-
responG.ing to a system of rights ana duties and 
associgted with a particular position in a social 
group. 
If the particular position is new, what functions does the 
person occupying the position perform, what are his privi-
le~es and responsibilities as related to other people in 
the social group (in this case the hospital staff)? Will 
the duties of the chaplain overla:p with the functions of 
other, older, more clearly defined roles, such as that of 
doctor, nurse, social worker? If a hospital has never had 
a aha:plain before, the new role is under the obligation 
to cleelare its ilatentions, demarcate its "}Jystem. of rights 
and dutiestt in the social group. The new.m.ess of the role 
5 Wils0n., BA, 208. 
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o:r the chaplain is upsetting to the already established. 
social group, the hospital staff, each member of which 
has a clearly defined status and role. 
The group is not the only problem. The eha:plain is 
often eqti~ly a..:ffectea by 'the problem of adopting a new 
role. White shows how ch8.llge of role or social ~~ouping 
affects one. 
I 
As a member of groups he is affected by what 
others expect of him-'-the roles he. is expeet-
.ea to play. .The importance of such interac-
tions becomes pa:l;'tict1larly evident when a per-
son enters a new social environment. He is 
·apt to feel very much lost and confused until 
he for.ms new memberships and finds social roles · · 
that bring the support of a:pproval. 6 
The chaplain, perhaps e9ming from a parish experience, 
does not know exactly what·the administration, doctors, 
nurses, and patients are expecting of him. This causes 
him to be uneasy. He knew very well what was expected of 
h~ by his church members, church board, bishop or othe~ 
superiors because the role of pa:,r:ish pastor is well estab-
lished. He was a member of a ministerial association, but 
now he may be the only person in the community occupying 
this particular new role, which is but a few years old at 
best. Saeial exp~etations have net had. time to formulate 
clearly the role by habitual interaction • 
• 
Besides these uncertainties in the hospital group and 
6 White, .AP, 144. 
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the oh~p1aia, there are differences in our heterogeneous 
religious culture and heritage sueh as liturgy, doctrine, 
and emotional temperament, which do not fa~ a very solid 
base for the new role. Ia a parish setting, the congrega-
tion is usually fa1+1Y homogeneous, and members are well 
. 
established in groups that have been established to meet 
thei~ needs. But in the hospital, the group is ever-chang-
ing and heterogeneous, making many different and unexpected 
demanas upon the one occupying the role of chaplain. This 
is a new experience for the pastor, who may never before 
have been tested so severely by Paul's admonition to be all 
things to all men. 
Although clergymen have traiitionally been visiting the 
sick both in and out of hospitals, the pastoral care of the 
patient has now been recognized as a distinct tYPe of ministry 
requiring special professional training, thereby becoming a 
unique role among religious workers. By 1930 it was recog-
nized that the pastoral ministry to the sick requires special 
training. The first training for the role of the chaplain 
was given in Cincinnati in 1923 and in Worcester, Massachusetts, 
in 1925.7 Therefore, it may be said that the modern role of 
the chaplain is not mo:r.-e than thirty years old; whereas the 
office of the pastor is nearly two thousand years old~ reaching 
back into early eh~ch history. 
'1 Hiltner, CPT, 18. 
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ii. The unigue function of the chaplain. There is con-
siderable difference of opinion as to whether the pastor 
renders a ~ique service~ ana whether some aspects of his role 
could be filled as well by someone else. For example, the 
time-honored confessional was considered the unique pre-
rogative of the priest, but today it is assumed by many that 
the psychiatrist or social worker can fill this role as well 
or better than a representative of religion. But this ais-
sertation is primarily a descriptive study to discover what 
role the chaplain is actually fulfilling. These faet s need 
first to be known, before evaluating what the chaplain ought 
to be, for his work in the hospital to be effective must take 
account of the realities Of the situation and be performed 
in relation to the other professional workers in the health 
team. 
Cabot and Dicks ask whether the chaplain. has a rmique 
function which justifies his P+esenee in the hospital. 
Has the Protestant minister of today any good 
reason to visit the sick? ••••• Three aims ••• 
call the minister to the sickroom: (1) To coun-
teract the evils of specialism. (2) To give a. 
devotion such as only religion caa permanently 
iuspire. (3) To care for the growth of souis.s 
The pastor tenia to be a sytbol of religion for the Protes-
tant who sees ihim. as the representative of God among men, 
and the leader of the religious community. Two people may 
8 Cabot and Dicks, .AMS, 1. 
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offe~ the same prayer, but the ordained man represents divine 
authority, eli.cits more memories of childhood religion than 
the layman. One might hear a remark something like this: 
"There's something different about it when our pastor says it." 
Yet the person c~ot lay his finger on the difference. dung 
speaks about the cultural unconscious which invests experience 
and symbols· with hidaen meaning. 9 There are such funded mean-
ings in the ehaplain•s use of sacraments, worshiP services, 
Scripture, prayer, ete. The social worker and doctor ani 
nurse have other servi~es to perform, but may not be e~eeted 
to assume this role with the same meaning as an ordained 
clergyman, even if they should go through the ceremonies and 
offer the instrumentalities of religion. 
What psychological meaning does the chaplain's attitude 
toward his uniqueness have? Does he over-emphasize it to 
justify his role, or does he minimize it to ingratiate h~­
self with othe+s? Either extreme could indicate insecurity, 
fear of being in competition with other roles, or confusion 
as to his self-perception of his function. The problem of 
this study is to determine whether the role of the chaplain 
is unique and in what ways it is distinctive. 
iii. The growing demand t:or chaplains. The necessity 
9 . Jung, WIMS. 
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o~ ministering to the sick is not decreasing because of the 
wonderful advances in medicine. There are mere and more 
peop1e in hospitals because of increases in facilities, 
detection of disease, and public health laws encouraging hos-
pitalization as well as changes in the population spread. 
Bluestone indicates this change in patient groupings. 
It seems a paradox, but me<lieal science in its 
recent achievements with chemotherapy, the anti-
biotics and the application of blood and its 
fractions has minimized the menace of short ter.m 
(acute) illness and maximized the menace of long 
term { ohro:m.ie) illness, whieh now stands out in. 
bolder relief.lO 
Because people now live longer, they can contract a wider 
range of illness especially from the chronic type of sick-
ness. This increases the number of patient days in hospi-
tals and the n~ber of persons needing care, spiritual as 
well as medical. Bortz reports the vast number of people 
afflicted with long term illness. 
A conse~ative estimate suggests that more than 
one-sixth of the population--some 25,000,.000 
persons--are afflicted with some chronic disease. 
Appro:x:imately2,000,000 of our population are 
chronic invalids at the presenf1time, and the number is steadily increasing. · 
The chureh has a great responsibility and opportunity t0 
meet the needs of the long ter.m patient as well as the crises 
o~ the acutely ill. An enormous amount of productivity is 
lest because of illness.12 This large segment of our 
i~ Bluestone, Art. (1947), 1051. 
12 Bortz, Art. (1948), 745. Ibid.' 745. 
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population cannot be neglected by the church any more than 
it can be overlooked by industry, government, or publie health 
departments. There is a growing demand for chaplains because 
of the sheer.magnitude of the problem of illness. 
With greater insight into the psychological implications 
of illness, there is coming an active, sympathetic interest · 
in mental health on the part of physicians. Jurgen Ruesch 
has shown how personality maladjustments contribute to the 
prolonging of chronic illness.l3 A person can be a psycho-
logical invalid. The mind and spirit ean cripple the body. 
Hinsie has pointed this out in his book, The Person in the 
Body. Drmbar says of e),rthritis that there can be various 
emotional factors -causing damage to the body. 
~hritis, for example, may be the reaction to a 
simple emotional problem. It may mask a deeply 
buried emotional disturbance. It m.ay have created 
such tissue damage that it is calle<i o.rganiet I:a 
all three cases the joints may be equally sWollen, 
the pain equally intense.l4 
While the doctor is dealing with the physical results of 
emotional distress; it is also helpful to have an under-
standing person listen to and deal with the problems, con-
flicts, fea+s, and tensions that are on the patient's mind. 
There has arisen a large literature 1m the field of psycho-
logy of religion, pastoral counseling, ete., whieh gives 
theoretical f~ewor.k in which to consider the role of the 
13 Ruesch, Jxt. (1948), 851-855. 
14 Dunbar, MAE, 225. 
chaplain in the eare et the siek.15 Recognition o~ the 
emotional facters in illness together with recognition of 
the healing resources to be found in religious ministry 
can make the chaplain a welcome member of the health team 
and have increased the demand ~or the number of qualified 
persons to meet this need. 
Every state has mental hospitals that ery out for more 
perso»nel in related services, gnd increasingly states are 
making provision for full-t~e chaplains to serve, as rapid-
ly as qualified men can be found. Councils of churches are 
sponsoring chaplains in the general hospitals of the great 
metropolitan areas where thousands of sick people are treat-
ed in crowded -institutions. Maay of these institutions are 
large communities in themselves. The gove~ent has estab-
lished many large hospitals for the returned servicemen, 
who also need spiritual care • 
.Al.though there is this growing dema:n<l ~0r chaplains 
and an increasing awareness of the neea for the service 
this profession can render, it is often not elear to admin-
istrators and boards what is really meant by a chaplain. 
Because of the ~elative newness of this role, there is a 
need for defining the terms used in this study. 
15 Princeton, BPT. 
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2. Derinition of terms and concepts. Although the 
following terms to be defined are not unfamiliar, it is 
necessary to indicate for what pu~ose they are used iA 
this study. 
i. Chaplain. There is a slight difference of opinion. 
as to the origin of the tel".m ttchaplaintt. Bumpus defines 
the ter.m as follows: 
A person authorized to officiate in the chapela 
of the sovereign, or in the private oratories of 
noblemen, or colleges, or public institutions, 
in the army, navy, etc. The name is derived from 
capella (chapel)' the priestqs wrg superintend the 
eapella being called capellani. 
Whereas Norwood gives this background to the term: 
Chap.lain: {Late Lat., capellanus, fr. cappa, cape) 
A priest serving an institutional chapel, or ap-
pointed to the army or navy, T.he term was apparent-
ly first applied to the pr~est-eustodian of the cape (oappella) at St. Martin of Te1U"s.l7 
Both have in common that the ter.m applies to a person set 
aside for specialized religious ministry in an institution 
other than the local parish. Historically, his duty was 
to conduct religious services, administer Communion, and 
perhaps fulfill other obligations during the week. The 
ter.m ttehaplain" in this institution is very old, dating 
f'rom the feudal society of the Middle Ages. 
In. this study, chaplain will refer to those active 
chaplains who are accredited by the Chap.lains'(Association 
16 Bumpus, DET (n.d.), 72. 
17 Norwood, in Fer.m, ER, 137. 
11 
of the Ame~ican Protestant Hospital Association. As in 
every new professional role to be established, there de-
velops a set of standa~ds for deter-mining which persons 
shall be entitled to occupy the r0le. Doctors must pass 
~ational board examinations; nurses must be registered; 
teachers must have certificates; clergymen must be ordain-
ed. This is required not only to protect the in-group of 
professionals but also to protect the clientele and main-
tain a high standard of service in society at large. 
At one time pastors who were considered inept at 
parish work or too old for other service were often given 
a chaplaincy position in lieu of retirement. No speeial 
training ar qualifications were required, which i:adica.tedl 
very little differentiation in the role. The stricter 
are the standards for a~ission to a. role, the more clearly 
defined it becomes. Since 1950 such standards have been 
in effect to~ Protestant clergy whereby hospitals could tell 
who was qualified to do such special work. This study does 
not imply that no one outside this Oha:pla.in.s' Associa.tion is 
qualified or well-equipped to be a chaplain. This group is 
ehosen because it provides a homogeneous group of chaplains 
with somewhat similar background, training and professional 
competence who are accredited to occupy the role of hospital 
chaplain.. Some hospitals use it as a standard for seleetion. 
The standards can be seen in the appendix. 
12 
ii. Role. The ter.m "role" in the psychological sense 
is relatively new. Murphy defines the term in his glossary 
of ter.ms "A social task or rtnction carried out by the indi-
vidual.ul8 This is simple and rather obvious. But there 
are many subtle psychological dynamics that underlie the 
concept of role. Linton lias done much to identity these 
factors. 
status has long been used with reference to the 
position of an individual in the prestige system 
of his society •••••• The second ter.m, role, will 
be used to designate the sum total of the culture 
patterns associated with a particular status. It 
thus includes the attitudes, values, and behavior 
ascribed by society to any and all persons occupy-
ing this status. It ean be extended to include 
the legitimate expectations of such persons with 
respect to the behavior toward them of ~ersons in 
other statuses within the same system.l~ 
This is what is meant by role in this study. It, therefore, 
includes attitudes, values, behavior, prestige, status, and 
expectations of chaplains themselves and the expectations 
ot other people ~thin the same social system, namely: the 
hospital staff. Is there a common pattern that can be 
delineated for those occupying this role of chaplain? J:s 
the self-perceived role the same as that attributed to the 
chaplain by others? Linton cont.inues, 
In so far as it represents overt behavior, a 
role is the dynamic aspect of a status: what 
the individual has to do in order to validate 
l8Mu:rphy, PER, 998 • 
l9Linton, in Newcomb, RSP, 368. 
13 
14 
his occupation 0~ the status.20 
In most hospitals whe~e chaplaincy is newly instituted, it is 
indeed le~t to the chaplain '"to validate his occupation of the 
status.« This study is not only concerned with the overt behav-
ior, but also the dynamic factors that underlie such behavior 
in terms 0~ motivation, interpersonal relations, ego-invelve-
ment, and aeeeptance in the group. 
Cameron gives a good definition of role. 
We mean by the role, a comprehensive and coherent 
organization in behavior of functionally related, 
interlocking attitudes and responses. The role is 
a product of social learning, which has been cul-
turally defined by the behavior of others, and is 
based either upon direct personal interaction, or 
upon symbolic substitutes for personal interactio~ 
in conventional language and thought.21 
Part of the purpose of this study is to determine whether or 
not the role of chaplain has been well enough established se 
that soeial learning and cultural definition have defined it 
as a role. And what correlation is there between the symbolie 
role which other people attribute to the chaplain and his own 
self-perception o~ the role? 
The concept o~ role has been used by Murphy to help 
understand personality. 
Personality is in considerable degree a matter 
o~ role behavior; even more, however, it is a 
matter of role perception and of self-perception 
in the light of the role.22 
20 Linton, in Newcomb, RSP, 368. 
21 Cameron, PBD, 90. 
22 Murphy, PER, 560. 
Newcomb uses the concept of role in his Social Psycho· 
legy to explain group behavior and g~oup membership. A 
person finds his place in a group because of some function 
that he can play whiehw~ll be need-reducing for himself 
and will also contribute toward the progress of the group 
towa~ some goal or meet the needs of other group members .• 
This is a dynamic orientation that recognizes the psycho-
logical significance of interpersonal relationships in the 
on-going group process. This is a useful background for 
understanding the chaplain's function because he does not 
work in a vacumn., but in a group setting, namely: the health 
team. 
iii. Pastoral care. Although the emphasis in the 
hospital is on restoring health, neither the physician nor 
the chaplain will feel his work· is wasted even if the patient 
is not healed. Whatever the condition of the patient, the 
• 
chaplain's task is to care for his spiritual, emotional, 
and interpersonal needs so far as he is able. It is inter-
esting that even the medical term "cure" stems from the 
Latin word meaning care: thus, the care of the sick is the 
duty of all in a he>spital. The chaplain brings to the 
situation of care the spiritual re·sources of religion such 
as the Sacraments, Beripture, prayer, confession, and for-
giveness. 
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iv. Patient. This seems like an obvious ter.m, but as 
here used it refers to those who are reeeiving treatment in 
the institution where the chaplain is serving. A1though 
many principles of pastoral care apply equally well to the 
pa~ish situation, there is a unique setting in a hospital 
which changes many relationships. An invalid With chronic 
arthriti.s in the large hospital may seem in every way similar 
to the one living at home, but there are certain psyeholog-
ieal and social factors that have their influence such as 
feelings of isolation and rejection, social. support, or guilt 
feelings that change the meaning of the situaticm in many 
ways. Also the role of the pastor would perhaps be altered 
in equal degree and kin~ 
v. Health team. Johnson describes the ideal health 
team in the following words: 
Physicians and nurses; 1aboratol7 technicians, 
occupational therapists, social workers, clinical 
psychologists, and chaplains work ori health teams 
with unsparing devotion to heal strangers who have 
no claim u~.gn them but that of suffering fellow 
ereatures. 
Just as physical, mental, and spiritual health are inter-
related, so are the persons represented by medicine, psycho-
logy, and religion inter-related. Thus, the members of the 
hospital staff are looked upon not as individual, isolated 
23 Johnson, CL, 214. 
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units of therapy, but as a uni:f'ied group in team work. 
Because. of the vast amount of medical knowledge and the 
intricate treatment skills required today, it is necessary 
fer the various therapists to speoialiJr:e in order to beo&me 
proficient in their own field. In this study the chaplain 
is considered as one of these specialists on the health 
team. No·one of these pr0fessions can eare for the patient 
adequately alone. Therefore, there :must be the health tealil. 
working with a united effort. 
3. , The purpose of this study. The pu~ose of this 
study is threefold in nature, dealing with the function of 
the chaplain, psychological aspects of his role, and the 
interpersonal relationships involved. 
1. To ascertain the chaplain's functional role. This 
is a descriptive study, which aims to get at the actual 
. 
situation rather than the ideal om.e might prefer. There 
can be a great difference between what one thinks he is 
doing Bll.d what he is actually doing. El.ement s cr>f wish-
fulfillment, projection, and repression becloud one's 
thinking. It is hel.pful to have an objective evaluation 
of a role compared with the person's sel.f-evaluation. 
Each brings insight to the question, but neither is oom-
pl.ete in itself. Therefore, they m:m.st both be used. In 
this stady both self-perception and other-perception are 
l'l 
used to discover the actual. role in which the e.b.aplain 
:functions. 
ii. To analyze psychologically the dynamics o~ the 
role of the chaplain. Once this information is at hand, 
its meaning mu.st be sought. What are the underlying dynam-
ics o~ the chaplain's role, the motivations, tensions, 
insecurities, conflicts, frustrations, needs, satisfactions, 
ego-support or ego-threat, involved in it? Many of these 
questions can be an.swered better when the results of' the 
data are analyzed. 
iii. To describe the relationships between the chap-
lain 8.l'l.d others in the hospital. There has beelil much talk 
about co-operation between the ~ields o~ religion and health, 
but what really indicates a relationship is the actual prac-
tice. If medical men say they recognize the value of the 
chaplain, then how much use do they make o~ his services? 
Who initiates eo-operation, on what level, and ~or what 
services? Aeeeptanee or rejection can be determined by the 
amount and direction o~ intra-group communication. What are 
the high ana low status roles in the health team? In which 
direction dees authority move in these areas o~ collaboration? 
This is to describe the social pattern within the hospital 
group, and to investigate the health team. 
4. The plan of' study. The plan of this study is 
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inductive, going ~rom data to generalizations and conclusions. 
This is the scientific method. 
i. ·Arrangement. There is first the definition of the 
problem, the clar.ifieation of terms and concepts, with 
consideration of the p~ose of the study. Then follows a 
description of the techniques of investigation, justification 
for the procedures used, problems eon~ronted and involved 
in the study, selection of data, handling of the ciata in 
analysis, and conclusions reached. 
ii. methods. Historical and academic research in this 
subjeet draws from the ~ields o~ Psychology, Psychology o~ 
Religion, Social Psychology, Pastoral Counseling, Clinical 
Training, Pastoral Theology, end Church History. Te obtain 
.data chaplains were interviewed, where possible, and other-
wise·given a self-administerea questionnaire by mail. The 
intel:'View has this advantage that if the subject hesitates 
or leaves something out, a question can be followed up· with 
more questions until that particular item is exhausted • 
.Also if good rap:port is established, other illtUD.iri.ating 
information may be acquired during the :process of' the inter-
view. 
The questionnaire also has its advantages as Young 
indicates. 
From the investigator's point of view a questionnaire 
is often favored because of its im:personal attd anony-
mous nature. Many investigators believe that through 
a questionnaire they are able to eliminate 
persenal influence upon the subject and thereby 
achieve a greater degree of objeetivity.24 
In comparison of resul.ts, these two techniques can be com-
pared to see whether there seemed to be some differences 
that could be attributed to the methodology used. In. both 
cases the same questions were asked. The questionnaire 
(or intel;"View sehedul.e) can be seen in the a:Ppendix • 
.. 
iii. source of data. The source of data means first 
Gt all the sampling of the popul.ation. There are 10'7 
members of the Chapl.ains' Association ot the American Prot-
estant Hospital Association. But this group includes many 
who aJ;:>e actually not functioning as chaplains, such as 
clergy or others interested in the group and supporting 
the organization. Out of this group there are '18 who are 
certified and accredited as professional hospital chapl.ains 
" because or their special training and experience. But o:f 
this group also, there are some who are parish pastors, 
CQunselors in universities, professors, or :People in aimin-
istrative positions not f'uneti0ning as hospital chaplains. 
They are not working in the role as defined above for the 
hospital chaplain. 
The~e were 51 accredited, active chaplains servfag 
in hospitals as of July, 1951. This study aims to inves-
24 Young, SSS, ~36. 
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tigate this entire group, to sample the total population 
as so defined. Out of this group of 51, there were 7 who 
lived near Boston with whom the author has had interviews. 
During the summer of 1951, he interviewed 5 more of this 
group who were within the vicinity of Detroit. Six more 
chaplains were reached by means of a survey trip. The 
remaining chaplains lived in widely scattered regions and 
were investigated by the self-administered questionnaire. 
It was sent by mail ~th a return, self-addressed, stamped 
envelope to encourage reply. Each chaplain eo-operating 
in the survey was promised ~ summary of the study in return 
for his¢ effort. All inform.ati0n is confidential. and will. 
be presented anonymously. The sample w.i.ll. be discussed in 
detail in Chapte~ Four. 
The attitudes and relationships of doctors, nurses 
and patients were ascertained by questionnaires and per-
sonal interview schedules designed to view the role of the 
chaplain as they saw it frG>m their points of vantage. For 
a discussion of how these were selected, see Chapter Five. 
The role of the chaplain. is composed net enly of behavior 
and attitudes, but also of the expectations, requirements, 
and attitudes of other meaningful persons. The patient is 
the object of the chaplain,s wor.k and therefore a significant 
person from whom to obtain information, attitudes and expec-
tations. The doctor and nurse are involved in the chaplain's 
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role because of their direct responsibility for the welfare 
of the patient and their intimate acquaintance wi. th the 
patient and. his needs. These staff members are also in. 
a strategic position to make referral to the chaplain ol:' 
ignore him.; in brief, they are meanililgful :per.sons as :ear 
as the role of the chaplain is concerned. A comparison 
and summary of these data should. give some understanding 
of the role of the chaplain in the eare of the patient. 
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CRA:PTER TWe 
BACKGROUND IN RELATED FIELDS 
The role of the dhaplain can be viewed from several 
different perspectives and with the aid of various discip-
lines. Church history provides the background and indicates 
the· forerunners of the chaplaincy. Psychology of religion 
is useful in analyzing the dynamics of re~igious experience 
and the structure ef religious institutions. The concept 
o~ "role" has recently been developed in the field of secial 
psychology, and these insights will be utilized in this 
chapter to provide the social backgr®und and meaning of 
the chaplaincy. Pastoral psychology brings the understand-
ings of psychology to bear upon pastoral relationships and 
resources. Finally, the new field of clinical pastoral 
training will be discussed to provide some background tor 
the development of the present role of the chaplain. 
1. Church history. In order to understand the role of' 
the chaplain in the care of the patient, it is helpful to 
suggest the interest of the church in the institutional care 
of sick people in the past. Although the conception of a 
specialized chaplaincy in the sense of this study is a recent 
development, arganized religion has always been concerned 
. ------------ - -
about illaess. At first in primitive societies, priest 
and medicine man were syn.onym.ous. 
i. Greek temples. Early organized religion in Greece 
subsumed healing under the reg'Ular flltJ.ctions of the temple 
priests. Special provisions were made for it as for any 
other form ot worship, as Lewinski-Col'Win indicates. 
As earlY medicine was sacerdotal, the first 
organized institutions ~or the eare of the 
sick were established in connection with 
temples; in Greece temples of Aesculapius 
were established at Oos, Onidus, Rhodes and 
Epddaurus. In time a diff'erentiation among 
the priests of these temples took plane and 
some of them became eoncern~d exclusively 
with medical ministrations.~ -
The procedure involved staying over night in the temple as 
part of the worship-treatment so the characteristics of a 
hospital, as being separated from the rest of' the community 
f0r sickness, were already m.4nitest. Brown describes the 
procedure • 
. Long before our era we find accounts, f'or example, 
of the Aselepieion, or temple of Aesculapius at 
Epidaurus, to which patients made pilgrimages 
f':r;om distant parts. This temple had an inner 
shrine, a statue of the god, and rooms in which 
the pilgrims rested af'ter their journey, and 
prepared themselves for their initiation. They 
listened to addresses from attendant priests and 
others, had their minds prepared, and were even-
tually admitted into the inner shrine, where they 
often spent the night on couches specially preparea 
for them, and much of the treatment was supposed te 
1. Art. in Ency. Soc. Sei. (1932), 464-465. 
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come to them in their sleep.2 
There are interesting corollaries between this methoa and 
Dr. ~oseph Pratt's methed, whieh he has used with success 
at the Boston Di~pensary. 3 Both are :f.'or.ms of' group psycho-
therapy, however the Greek patient's pilgrimage and sleeping 
overnight in the temple must have intensified the eXj?eotation 
of' healing. These two :f.'aotors are alsa present in the 
experience of' people coming to Catholic shrines - the long 
journey and the physical ~est. The addresses :f.'rom priests 
in the Greek temple would be classified today as repressive-
inspirational group therapy. Re~ting after the journey as 
well as sleeping on couches in the shrine over night cor-
respond to the relaxatian emphasized by Pratt.4 SG we see 
the Greeks were well adyanced bot.h in the psy-chological 
dynamics o1' healing and in the beginning ideas of' establishiJag 
hospitals ~or the care o1' the sick. And this was under the 
spons®rship of' religion in the temples under the direction 
of' the priests. 
ii. The tradition of' d"u<iaism.. Although the d"ews were 
a nomadic people, and therefore not inclined to establish 
as pel."Dlanent temples as the Greeks, there was a moral atti-
tude toward the sick and the stranger which can be considered 
an antecedent to the institutional care of' the sick in 
2 • B :rG'VV:B., l? .AR, '7 2 • 
3. Pratt, GMT, 4-10. 
4. Ibid-. J 8. 
25 
hospitals. This idea at hospitality was evidenced by 
Abraham in offering water for the washing of feet and in 
previding rest for a stranger.5 Another such example appears 
in dUdges 19:18-21. ~eremiah refers, in 9:2, to na lodging 
place of wayfaring mentt. This may have been either a hostel 
in reality. or one projected in imagination, but indicates 
the id.ea o~ hospitality ana refuge for those in need. The 
laws were anxious.to provide for the stranger, the father-
less, and the widow. Oftentimes the sdck were provided for 
by segregation, as the lepers• being classified as ttuncleann 
and living in the hills. I~ was for later times to integrate 
the idea of hospitality with the needs of the siek Slld com-
bine the two elements into the hospital as an institution. 
iii. New Testament times. The healing miracles of Christ 
have been discussed in numerous places, but for the purpose 
of this study, it is important to note a change in attitude 
·toward sickness. Instead of merely p~eteoting the community 
by segregating the sick, the individual aiek person was to 
be ministered unto, to be healed and eared for. The parable 
of the.Good Smnaritan portrays the wounded man treated with 
the utmost consideration, brought to a hotel and eared for 
until he recoverea.s When lesus healed the lepers, he sent 
5. Genesis 1.8:2-5. 
6. LUke 10:30-36. 
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them to the established institutional authorities, the priests, 
to have their healing certified. 7 
Jesus instituted healing as a ~egular part of' the work 
of the disciples, as evidenced in Mark 16:18~ " ••• they shall 
lay hands on the sick, and they shall ~ecover." When Jesus 
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sent out the seventy he inst):'Ueted them to "heal the sick that 
are therein, and say unto them, 'The kingdom of God is eome 
nigh unto you.•n8 Peter and John follewed this aamonition in 
healing a lame man.9 Paul had a similar experience at Lystra.lO 
When Paul saw that the cripple had the prerequisite of f'aith, 
he considered it his duty to minister to his need. Pet~r's 
reputation beoa:rne so great "that they brought forth the sick 
into the streets, and laid them on beds and couches, that at 
least the shadow of Peter passing by might overshadow some of 
them.nll This seemed to include both the mentally and phys-
ically ill for in the next verse it tells of "bringing siek 
f'olks, and them which were vexed with unclean spirits: and 
they were healed eve~y one.n12 In James 5:14-15 a method of' 
eal."ing for the st ck is described, which finally grew into the 
Sacrament of' the Last Rites, which in the Roman Catholic 
tradition is still practised today. 
7. LUke 17:11-19. 
a. L'Bke ~0:9. 
g. Acts !.%:'2.:;11.'"': .. 
10. Aets 14:8-10. 
11.. Acts 5:15. 
12-. ~ 5:16. 
Is any sick among you? let him oall fo'r the 
e~ders of the church; and let them pray over 
him, anointing him with oil in the name of 
the Lord: .And the :P:rayer of faith shall save 
the sick, and the Lord shall raise him up; 
and if he have committed sins, they shall be 
fo:rgiven him. 
One of the requi:rements of a bishop according to 
I Timothy 3:2 is that he must be "given to hospitality". 
(.Also Titus 1:8.} In speaking ot widows in the church, 
Paul gives Timothy the following guide as to good cha:raete:r: 
Well reported of tor good works; if she have 
brought up children, if she have lodged stran-
gers, if she have washed the saints' feet, if 
she have relieved the afflicted, if she have 
diligently followed every good work.l3 
snch women helped care for the sick sa.metimes in exchange 
for receiving aid from the church. The deaconess movement 
is active and strong in many sections as a descendant of 
this early work of women in caring for the sick as well as 
showing ho~itality to strangers. One scholar, Bonet-Maury; 
believes that the'l16 was a well-organized netwol'k of hos-
pitality between the ehurehes at an early date. 
A 'saint,' :t.e. a Christian, provided with a 
letter of recommendation from his church, could 
travel from one end of the Roman JSm.:pire to the 
other without having any anxiety about a home. 
Wherever there was a Christian church he was 
sure of receiving food and shelter, and attention 
in ease of illness. The Christians showed 
hospitality toward all :poor travellers.l4 
13. I Timothy 5:10. 
14. In Eastings ERE ( 1924), 804. 
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As the church became institutionalized and more complexly 
organized, it was inevitable that these roots o~ hospitality 
and charity should likewise take on institutional ~or.m in 
the care of the siek. 
iv. The establishment of hospitals in the early church. 
The transition ~rom apostolic times to the later develop-
ments in the early church was one of formal structure and 
orgamization. As the chureh grew, problems o~ illness and 
how to dispense charity became too great tor individual 
attention. It took a special crisis to bring out this need 
iato the open, and the result was the establishment o~ a 
hospital, according to Bonet-Maury. 
NattU>al.ly it was travellers attacked by illness 
that called forth the greatest pity and anxiety. 
This was the origin of hospitals (sevoSo~J « , 
hospitia), the first of whieh was founded in the 
last quarter of the 4th cent. A.D., on ace out 
of a famine which had caused a deadly epidemic. {Eddesa in Syria in A.D. 370.)15 
The time was ripe for sneh organization of resources 1m 
oaring for the sick; the crisis of an epidemie precipitated 
the action. There is considerable question as to the estab-
lishment of the first hospital under Christian auspices. It 
is difficult to determiRe partly because of the definition 
of ter.ms. But as in many other aspects of its forms and 
function, the church adapted already existing forms to serve 
15. In Hastings, ERE (1924}, 804. 
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its purposes. Lewinski-Corwin illustrates this from Greek 
culture. 
The Grecian xenodochian, which was an asylum for 
travelers, gave its name to and served as a model 
for the early Christian institutions which were 
f'oun.ded by st. Basil in Caesarea between 370 and 
379 A.D.l6 
But the p~0blem of what sho~a rightly be called a hospital 
is as eom.plex in our day as it was in theirs. We have many 
rest homes, orphanages, homes for the aged, convalescent 
homes, and fresh air eamps, which could or could not b~ 
called hospitals depending on the terminology. Nevertheless, 
there were several types of institutions classified togethe~ 
pr~arily because they all dealt with people unable to care 
adequately for themselves. Bonet-Ma.ury enum.erates them. as 
follows: 
Between A.D. 400 and 403 Chrysostom built several 
hospitals with the surplus of' his income from the 
archbishopric. Each of these he placed under the 
charge of' two faithful priests, to assist whom he 
engaged physicians, eooks, and capable workmen •••• 
There were seven different hospitals: (1) The 
Xenodaehium, inn for stranger travellers; (2} the 
Nosoeomium, home f'or the treatment of' acute com-
plaints; (3) the Lobotro~hium, shelter for cripples 
and chronic invalids; (4} the O~hanotrophium,home 
for the reception of orphans; (5) the Gerontrophium., 
home for old people; (6) the Ptoehotrophium, home 
for the reception of the poor; and (7} the Pandooh-
ium, a refuge for all kinds of destitutes.l7 
16. Arrrt. in Eneye. Soe. Sei. (1932), 465. 
17. In Hastings ERE (1924), 805. 
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SO we see in the very early church a high degree of 
specialization in caring for the needy. They passessed a 
broad social concept of what it meant to be in need includ-
i:Iig soeial and mental as well as physical disability from 
infancy to old age, chronic as well as acute, the economic-
ally indigent as well as the social outcast. It was a day 
in which the church felt conscious of its responsibility to 
all phases of life. Amy modern church welfare agency that 
included all seven of these areas would consider it had a 
very broad program indeed. In faet it is just recently 
that we are recognizing the need to intensify work among 
the chronic patients and in the field of geriatrics. 
v. The church and hospitals in the Mediaeval period. 
Here again, it would be interesting tD t~aee in detail all 
that could be said about the chureh sponsorship of hospitals, 
but that would be beyond the scope of this study. There 
were numerous orders that grew up both of monks, nrms, and 
lay brotherhoods tor the care of the siekl Each had its 
own +U].e and approach, territory and organization. But the 
important fact remains that the church continued a large 
and active interest in the sick during the so-called 
"Dark Ages". 
When the monarch recognized the need of welfare work, 
he would delegate it to the church as did Charlemagne. 
The responsibility for the administration of 
the hospitals which were heavily endowed by 
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Charlemagne in the various parts of his domain 
became a matter of considera,ble importance to 
the church and in time was entrusted to the 
monastic orders. The care of the sick then be-
came for many centuries the exclusive prerogative 
of the monks and nun.s, and lay physicians almost 
disa:ppeared.18 
In that cultural setting there was not much competition for 
the privilege of doing welfare and health work as there is 
today with many agencies overlapping. We have to understand 
this period from the poi~t of view of one church in the 
midst of a feudal society in distinction to our multi-denom-
inational churches working through community fund welfare 
relationships in a democratic society. Also, today the 
state has assumed many health and welfare functions, which 
a thousand years ago would have seemed just as obviously the 
obligation of the Church. 
Whenever a need is great enough, there will rise u:p 
leaders and groups to mobilize resources to meet the need. 
Brotherhoods and orders arose to serve in hos-
' pitals. One of the first of which we know began 
late in the ninth eentu+Y in Siena. In the 
eleventh century many cathedrals and :parish churches 
had hospitals. By the thirteenth century most of 
the hospitals were under the bishops, but in charge 
of monasteries and of hospital orders. A large :pro-
portion, :perhaps a majority or-monasteries seem to 
have had hospitals attached to them, several gave 
training in1medioine, and many abbots became expert physicians. 9 
18. Lewinski-Corwin, Art. in Encyc. of Soc. Sci. (1932), 465. 
19. Latourette, BEC, Vol. 2. (1938), 364. · 
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Acute or eataclysmie need calls for immediate action. Such 
is the ease in time of war. epidemie, er any national emer-
gency caused by famine or storm. In the case of the famine 
in Eddesa in the year 370 A. D., the crisis was met by estab-
lishing an institutional solution, a hospital (see above, 
page 29). 1n the Middle Ages, the big crisis was the Crusades. 
The Crusades were a series of drawn out, migrant wars leaving 
countless·wounded along the way and spreading disease as wars 
usually do. It also meant that soldiers and pilgrims were 
now tar :from home in foreign countries, which meant there 
was not always the guarantee of friendly aid that there was 
in the hometown or home province and country. 
The crusades led to the establishment of mili-
tary monastic fraternities, the most important 
of which was that of the Knights of st. J"ohn 
or Je:rusalem; this group built many hospitals 
along the line of communication between the 
· West and the Holy Land.20 
Latourette mentions other o~ders, especially the famous 
Hospitallers: 
The Brethren of Charity, begun in 1534, were for 
the care of the sick. Out of the work of J"ohn of 
Avila, known as the Apostle of Andalusia, came a 
community, the Hospita11ers, also for the comfort 
of the sick.2~ 
Sometimes a hospital would be founded by an order and 
in other eases a religious order would grow out of an 
unusually successful hospital program so that branch hos-
20. Lewinski-Oorwin, Axt. in Encyc. Soc. Sci. (1932), 465. 
21. Latourette, HEC, Vol. 3. (1939), 19. 
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pitals would be sponsored by the mother institution. There 
was not a set pattel?ll. The Mediaeval period was one o-r more 
dynamic interaction than we sometimes consider it to be when 
we view it as a stagnant era. Latourette cites a ease: 
In the twe1"fth century, out o-r a hospital begun 
by a citizen o-r Montpellier, grew the Oraer of 
the Holy Ghost o-r ~ntpellier, which in time 
possessed many houses. Partly under the encour-
agement and regulation of churchmen, the study 
o-r medicine "flourished at the University of 
Mantpellier.22 · 
Of course there were many ways in which taboos o-r the 
church hindered the advance o-r medicine, such as the objec-
tion to dissection o-r the human body for purposes o-r study 
and other restrictions that stemmed from theological grounds. 
But as is often the ease, those faced with the immediate 
and practical. human needs are often not as--"lD.eticulous about 
theological hair-splitting. It would be another study to 
analyze the relation of theological emphasis and doctrine 
to the interest in the care of the sick in the church's 
history. 
It is interesting to note in the case of the "famous 
13th century hospital, Hote1 Dieu, in Paris, that the spirit-
ual care or the patient was quite elaborate. Every-thing 
was done to maintain an active spiritual life in the patient 
while he was in the hospital. 
22. Latourette, HEC Vol •. 2. (1938), 364_. 
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Walsh reports some of the procedures used in pastoral care. 
On entering the hospital, the patient, if a 
Christian, went to confession and received 
Holy Communion, in order that peace of mind 
might benefit bodily health •••••••• .According 
to their ability, the sick perfor-med the 
duties of prayer, attendance at Mass, and 
reception of' the sacraments. They were 
es])ecially recommended to pray for their 
benefactors, for the authorities, and for 
all who might be in distress. At night-
fall a sort of litany was recited in the 
wards, each verse of which began: 'Seignors 
malades, :proies p1!7r~ etc. • They were of'ten 
cheered by the visit~ of' persons of high 
station or of noble rank and charitable dis-
position, like Catherine of SWeden, Margaret, 
~ueen of Scotland, MaFga~~t, Duchess of Lorraine, 
King_ Louis EX of·France. 
Phis was surely a complete program, including many items which 
are used today in hospitals. In many large hospitals today, 
regular religious services are now being introduced because 
their value is being re-discovered. The support and com.:t'ort 
of the Sacraments may well be an aid to the recovery of 
patients and serve also to relate them to the larger community 
outside the hospital where their )\elatives and friends are 
also receiving the Holy Communion, thereby helping to avoid 
the feeling of isolation and strangeness in hospitaliza~ion. 
Also the visits of royal dignitaries must have had an inspi-
rational effect in the days when people accepted the doctrine 
of the divine right .·of kings. There Was both the common bond 
of suffering in the prayers of the litany participated in as 
23. Walsh, ·Cath. Encyc. (1910), Vom. ni. :page 486. 
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a group as well as the out-going prayer for others in distress. 
We could say that the administration of the Hotel Dieu was 
eondncted with some awareness of the spiritual needs of the 
patients and provided extensive chaplaincy service. 
vi. Changes beginning with the Reformation. Since the 
Reformation accompanied as well as caused a general upheaval 
in the structure of society, it naturally had wmme influence 
on the relationship of the church to the care of sick people 
through hospitals also. New ideas about.the relation of 
chureh to state and the obligation and responsibility of the 
church to society made radical changes in the welfare and 
health work of the church especially from the administrative 
. ' . 
and financial point of view.' Basic principles of ownership 
and taxation were revised drastical.ly. 
After the Reformation, when the property of the 
monasteries was confiscated by the Protestant 
monarchs, tile sp;ytals, or hospitals, were closed, 
to the distress of the homeless and the crippled 
who had found asy-lum ill them. 24 
This was not because the followers of Reformation principles 
disbelieved in hospitals, but because there was an ine~itable 
cultural lag befbre the new administrative responsibility 
and social patterns could be established. 
As a matter of fact, the Eefor.mation stim~ated new 
interests in critical thinking, research and, investigatien, 
24. LewinSki-Corwin, in Encyc. Soc. Sci. (1932}, 465. 
which served as a fou.ndati®n for vroacler education and the 
encouragement of science. But time was needed to develop 
the full impact of this new-found freedom, or to result in 
major 3eiice.1 advances which woUld show themselves in the 
hospital wards. 
Together with religious change, came economic changes. 
Oountless hordes, who now needed relief, did not know what 
agency was dispensing aid, now that the church had lost its 
financial. power, Hospitals began to be catch-alls where 
beggars as well as the sick would resort. Evidently the 
clear pattern of Chrysostom's division into seven branches 
of service was no longer in vogue. In st. Thomas' Hospital 
in southwark, England, both curable and ino~able were 
served alike from 1552 - 1700. But their facilities were 
then so over-taxed that in 1700 it was specifically stated 
3'7 
~o incurables are to be received.u25 "The object of the 
restrictions was to prevent abus~ of their facilities; other-
wise they would have become aibmshouses rather than hospita.l.s.n26 
MUnicipalities began to take over responsibilities for 
hospital care in large cities as the need made it necessary. 
The State was gl,"adually taking over functions both in eduea-
tiom, health and welfare, which had formerly been the ex-
elusive domain of the church. 
2.5. Ives, .Art. {1946), 915. 
26. Ibid., 915. 
It is of interest to note that the church in Oatholic 
countries brought the hospital institution to America. 
The first hospitals on the North American 
continent were in the French and Spanish 
settlements where Catholic orders played 
an important role in colonization. The 
establishment was probably influenced in 
part by the effectiveness with which they 
demonstrated the principles upon which the 
Christian religion was foundea.27 
It is evident that from the beginning, the church has 
manifested great interest in the care of tke sick through 
the establishment and support of hospitals. 
vii. The church and hospitals in modern times. Since 
the beginning of the present century. the modern hospital 
has really eome into its own with increased knowleage er 
bacteriology, aseptic surgery, and scientific chemotherapy. 
Hospitals vary in emphasis. Some are teaching centers, 
others largely custodial. They vary in size from less than 
a hundred beds to several thousand beds. The out-patient 
clientele may be only slight in same cases or almost the 
exclusive function of others. Hospitals are built and policies 
established by wealthy benefactors, church denominations, 
fraternal organizations, and the gover.runent at city, eountfy. 
state and federal levels. SOme hospitals devote their services 
to a segment of the population, who are mostly of one 
diagnosis or category such as arthritis, eye and ear, tuber-
27. Commission of Hospital Care, HOU (1947), 44. 
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culosis, etc., while other hospitals include every possible 
~o~ o~ physical and mental illness. To consider the modern 
hospital is to approach a complex social phenomenon. stanley 
Cobb helps to get at the essential nature ot a hospital. 
But the essence o~ the hospital, what really 
counts, is the people in it. The patients 
are a group o~ persons with fears and suf~er­
ings come hither for relief. Around them is 
organized a larger group o~ persons to relieve 
them: doctors, nurses, technicians, chaplains, 
social workers, secretaries, clerks, engineers, 
dieticians, cooks, carpenters, ana those whe 
scrub. All are there to help the sufferers.28 
The church and the hospital are two social insti~utions 
which have in common that they both center their attention 
on persons in need. Since they both meet at this central 
purpose, it seems appropriate to study the role of the 
chaplain in the care of the patient in the hospital setting. 
We might say that a hospital. is a sanctuary for persons in 
distress, physical and mental, which is too great to be bor.ne 
alone. Beecher clearly states the relation between the two. 
The interrelation of the Church and the hospital 
has been made evident: the Church's teachings 
required the development of the modern concept 
o:f the hospital. .And lately we have seen how 
the Church has returned for direct service within 
the hospital, in our Institute for Pastoral Care. 
Priest, rabbi, clergyman, and doctor, the high 
calling of the one is no less than that of the 
other--the necessary spiritual depth of the one 
no less than that of the other.29 
28. Cobb in Faxon, BIO (1949), 108. 
29. Beech~r, in Faxon, EIC (1949), 102. 
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There was o~ee a time when the hospital was a part or the 
church. Now the church is eoming to the hospital and asking 
if it may be a part of the hospital program. This is e. basic 
difference. It is one of the reasons why the role of the 
chaplain is thought of as new by hospitals even though in 
some ways it is-very old. 
It is an interesting contradiction that some government 
hospitals have a more clearly defined role for the chaplain 
than some hospitals owned or established by ehureh denomi-
nations. This is true in the matter of the employment of a 
full-time hospital chaplain and i13. many eases in regard to 
the conduct of corporate worship services. Many hospitals 
are questirming whether to appoint a full-time chaplain to 
their staff and sometimes do not know where to turn for 
adviee. This all points to the need for clarirication of 
the role and f'lmction of the chaplain in the hospital. 
~o muc• for the hospital as an institution as it has 
g~own up within and in relation to the church. Now it is 
necessary to consider religion itself as an institution. 
Then it may become clearer how these two institutions are 
related to each other. 
2. Psychology of Religion. The psychology of religion 
may be approached :from several different points of view. It 
may be studied from the personal meaning and experience of 
40 
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the individual as in Leuba's wort on the subject of mysticism.30 
Starbuok31 ~d ~oe32 used questionnaires to get at the relig-
ious experience of individuals. William. d'ames is famous for 
the biographical approach, especially in his pioneer work, 
The Varieties o'f Religious Experience. He suggests that pure 
religion exists best in the individual untainted by social 
in'flue:noe ~d socialization. 
A survey o'f history.shows us, that, as a rule, 
religious geniuses attract disciples, and pro-
duce groups of sympathizers. When these groups 
get strong enough to ttorganize" themselves, they 
beoeme ecclesiastical. institutions w.!Lth corporate 
ambitions of their own. The ·spirit ot polities 
and the lust 'for dogmatie ~e are then apt to 
enter and to contaminate the originally innocent 
thi. 33 . ng. . 
d'am.es emphasized the experiences o'f the individual. He con-
tinues: 
But in this course of lectures ecelesiastieal 
institutions hard.ly eoncern us at all. The 
religious experience which we are studying is 
that which lives itsel'f out within the private 
breast.34 · · 
~his is a valid approach to the subject when it is clearly 
understood that this is a limited method, for any point of 
view is naturally limited and usually cannot accomplish 
more than its stated objective. But from these beginnings 
30. Leuba, PRM, (1925). 
31. starbuck, PR, (1912}. 
32. Ooe, PR, (~916). 
33. d'ames, VRE, (1902), 328. 
34. Ibid.' 328. 
with individual experience, the psychology of religion 
moved on to an interest in the group and social relations. 
i. Religion as an institution. Religion is not only 
a personal experience; it is also a well established insti- -
tution in the social order. As an institution it ranks in 
histo~y aad social force with other social institutions like 
the family and government. Durk:heim defines religion thus: 
A religion is a unified system of beliefs and 
practices relative to sacred things, that is 
to say, things set apart and forbidden--beliefs 
and practices which unite into one single moral 
eommunit35 ea1led a Ohureh, all those who adhere to them. 
He continues --
••••• by Showing that the idea of religion is 
inseparable from that of the Church, it makes 
it clear that religion should be an eminently 
collective thing.36 
Some scholars doubt if religion could even exist in pure 
isolation. Even in the mystic's prayer life there are two 
persons involved.: himself and God. Cloistered monks livtrc; 
in a group where interpersonal relations mold their thinking 
and attitudes. 
~ohnson emphasizes the social nature of religion. 
Religion is a social reference to social reAlit~es (persons and communities, human and divine), made 
by social responses {very different frommeehanieal 
push and pull) for the sake of social values (per-
3-5. DU11kheim, EFR, (n.d.), 47. 
35. Ibid., 47. 
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sonal, yet socially ap:provea) and reinforced 
by social co-operation (motivated by group 
membership, expectation, and 1oyalty).37 
In short, religion is best understood in its social context. 
Religion is a social institution. It is a two-way relation-
ship with individuals sha~ing their private experiences and 
incorporating their several needs into group action and mem-
berships, and the group or social unit in tum influencing 
the individual members of the same. 
Persons als.o create religious societies--persons 
who, sharing values and beliefs, unite in common 
causew to achieve and renew their purposes. They 
organize cults and churches to meet their needs 
and to foster religious growth.38 
~herefore, it is necessary to consider religion as an insti-
tution in order to grasp its psychological dynamics. 
Some students of behavior trace the origins of religion 
baek to the herd instinct and gregarious tendencies. LeBon, 
in his famous work, The Crowd, brought in the principle of 
suggestion to explain group behavior and also the concept 
of the super-individual mind. In the development o:f the 
social structure o:f religioa, the crowd is :formed into a 
group; group experiences erystalize into sacraments and 
rituals and are preserved in traditions and doctrines; and 
religion ultimately beeomes institutionalized. Then the 
various dynamic parts o:f the organic whole become so inter-
37. ~ohnson, PCR, {1945}, 252. 
38 • Ibid., 250. 
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related that one part cannot be changed without affecting 
the whole institution. 
Worship is an institutionalized fo~ o't religious greu.p 
behavior. What signi:fieance does this :fact have for an 
understanding of the role of the chaplain working in a hos-
pital.? Worship is one dynamic part of the institution of 
religion. When it is conducted in a hospital, it recalls 
to mind many connotations of the religious fellowship of 
which the participants are members. Herein lies the psycho-
logical force of religious music, symbols, liturgy, rituals, 
creeds, sacraments and :practices. The eha:plai:n therefore 
cannot be considered as an isolated :person meeting a patient 
in a religious or soeial vacuum, b~t he must be understood 
as a person occupying a status and fulfilling a role within 
institutional religion. Three institutions meet at this 
point: the institutional religion of the.ehaplain, the 
institutional religious background of the patient, and the 
hospital as an institution of society which :forms the setting 
of the meeting. ~ohnson discusses the factors that contribute 
toward making religion an institution: 
Every religion tends to form a eommunity ••••• Members 
are approved, initiated and expelled. Codes, creeds, 
and traditions develop in the course of time to guide 
the members. Records, Scriptures, and rituals provide 
the authority and ::wmbels of tradition. Hopes and 
expectation, faith and labors arise as ongoing pur-
poses of social unity.39 
39. ~ohnson, POR, 253. 
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{~) The psychological need for institutional re~igion. 
Individuals pass through many crises in life which they seem. 
unable to endure alone. They need supportive help during 
transitions from. one stage or mode of life to another. 
Religion has provided rites of passage to facilitate such 
transitions in practically every eulture whether primitive 
or modern. Mueh has been said about the trauma of birth; 
the ehureh provides Baptism as a means of reception into 
the group. acceptance of the child, and approval of the 
parents in this important event. During the tumultuous 
time of adolescence, the ehuroh supports the child with 
group instruction and announces to all that the ehil.d has 
reached "the age of discretion"; shows its approval through 
the Rite of Confirmation, and welcomes the confir.mand into 
the group of adult members eligible to reeeive the Holy 
Communion. .Again, at the time of mature heterosexual adjust-
ment in marriage, the church gives its blessing in the for.m 
of more or less elaborate ceremonies, ritual, and feasting. 
It is another major transition that the individual makes, 
not alone, but with the friendly support of a meani~ 
group and with the sanction of moral authority. Many people 
look upon Holy Communion as a strengthening for~e in time of 
trouble, doubt, failure, or sickness; such crises arise at 
unexpected times with help always available. Death is the 
final· crisis in which the church stands by the person dying 
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as well as the ramily or grou~ that is losing one of its 
members. 
To most people, sickness is either a conscious or 
unconscious erisis, and going to a hospital is a sud&en 
transition during which they need more or less support 
depending upon their individual adjustment and situation. 
Peabody has a picturesque description of this transition 
in his book, The Care of the Patient. 
Here, ·for instanee, is a poor fellow who has just 
been jolted to the. hospital in an ambulance. A 
string of questions about himself and his family 
has been fired at him, his valuables and even his 
clothes have been taken away from him, and he is 
wheeled into t·he ward on a truck, miserable, seared, 
defenseless, and, in his nakedness, unable to ran 
away. He is lifted ~nto a bed, becomes conscious 
of the faet that he is the center of interest in 
the ward, wishes that he had s~ayed at home among 
rriends, and, just as he .is beginning to take stock 
or his surroundings, rinds that a thermometer is 
being stuck under his tongue. It is all strange 
and new, and he wonders what is going to ha:ppen 
next.40 · 
Add to this the anxiety about his diagnosis, concern about 
family, and financial burdens, to say nothing about the 
physical pains that may attend his entering the hospital. · 
At this point, the church can be present in the form of 
its representative, the chaplain, to stand by this person 
and tide him over a difficult period. 
(2) Two institutions meet: church and hospital. The 
fact that both these elements of society are·well structured 
40. Peabody, COP, 37. 
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institutions has certain meaning for the chaplain, who 
attempts to stand with one foot in each. To use a mech-
anical illustration, two cog wheels do not have much to 
do with each other unless the gears mesh together (unless, 
of course, there is too much friction, in which case damage 
is sure to ensue}. In the above section on the history of 
the relationships of the church and the hospital, a great 
change was noted. Whereas, at one time the hospital was a 
part of the church; now the church is asking, in places, to 
become a part of the hospital.- An institution that is losing 
or relinquishing some of its functions may tend to become 
defensive as it feels its strength and influence declining. 
A sociologist sees this from his vantage point. 
Organized religion as a complex of functions has 
thus been reduced in size. Another way of stating 
the situation is to say that various non-religious 
functions that have in the past been gathered to-
gether in the complex of institutionalized religion 
have now been cut away, leaving the function of 
organized religion a more nearly religious one.41 
.Again, financial factors accompanying social and political 
change may force the church to drop functions against its 
will. Institutionalized forms of social structure tend to 
~esist change either in adding or detracting functions. As 
Coe says: 
The very fact of for.mulating and organizing 
anything carries in itself an assumption that 
41. Ogburn, s, 676. 
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here, and at this point of time, something has 
been found that is worthy of preservation.42 
Again, to use a sociological concept, there is a cultural 
lag in the relation of the Protestant church to the hos-
pital. Earlier it built, owned and operated hospitals and 
therefore incorpo,rated the hospital as an institution with-
dl.ll.:~the overall stru.oture of the church. Now the chaplain, 
often as an individual, is subsumed under the institutional 
framework of the hospital. In such a transitional situation, 
the role of the chaplain in the care of the patient may be 
expected to be rather fluid and unclear. Lines of responsi-
bility and authority, rights and privileges balanced against 
obligations and duties are not likely to be clear as, for 
example, in the Mediaeval hospital attached to some monastery 
where the status quo was well defined. 
Yet there does exist communieation between institutions 
even though often not formally recognized. So art influences 
education; which in turn modifies political thinking; and 
political changes affect the economy and through it the 
social mores. It is not necessary :for an institution to have 
formal control of a :function in order to influence it. For 
example, 
The organization of religion continued to 
penetrate the various other major social 
activities, such as :family life, acquisition 
42. Ooe, POR, 113. 
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of food, medical p~aetiee, recreation, 
government, and war.43 
So it is conceivable that a hospital operated by a secular 
state university medical school could be affording better 
pastoral ministry to patients through a full-time chaplain 
both quantitatively and qualitatively than another hospital 
owned and operated by a church denomination, which has no 
adequate administrative provision tor regular pastoral care. 
There can be various degrees of' overlapping and mutual 
exchange of function between institutions of society. 
JePnson's description of the church stimulates inter-
esting comparison with the ho~ital as an institution. "~he 
church is a voluntary association of persons tor the purpose 
of religious growth.n44 In a sense the hospital is also a 
voluntary group in that people go there for growth in health. 
In a free country a person can choose to go or not to go to 
a hospital unless of course he has a contagious, dangerous 
disease or the court eommits him to a mental hospital. Yet 
many people are driven against their will by pain or circum-
stance (suoh as refusal or inability of family to care for 
them) to enter a hospital. Other persons ot the hypochon-
driacal type crave hospitalization. There is often an 
ambivalent attitude toward the hospital as an institution. 
A typieal remark of a patient often is, "I sure do hate 
43. Ogburn, s, 6?3. 
44. Johnson, POR, 261. 
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hospitals; but they're good plaees to come to when you're 
siek.n Or, rtThe food isn't bad here, but then what can you 
expect in a big institution like this.rt The institution 
often provides not only treatment, but also security, regu-
larity and a safeguar.d against having to make decisions. 
ii. Religion and health. Pftr chology of religion has 
not only concerned itself with abstract theories, but, lately, 
especially with the practical problem of physical and mental 
health in their relation to religion. Freud had challenged 
religion by attributing neuroses to the strictures of religious 
mores, which caused guilt feelings, repression and frustration 
of the libidinal energy that needed expression. But in the 
last two decades, psychology, psychiatry, social work, and 
mental hygiene movements have turned to religion to inquire 
if there were preventive or therapeutic elements in wholesome 
religion. With the advent of psyehoBamatie med~cine and a 
new appreciation of the importance of emotions in bodily 
functioning, it is little wonder that psychology of religion 
has had a stimulating and fruitful field of investigation 
in religion and health. 
Yet as in so many new emphases, the relation of body 
I 
and mind is not being discovered for the first t~e, but 
re-discovered and applied to modern situations. As was 
mentioned before, in primitive societies this elose rela-
tionship was taken for granted in the fact that the medicine 
ma.Ii and the :priest were often one and the same person. In 
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ancient Greece, Plato had appealed ror a broader concept 
of medicine. 
So neither o'tlght you te attempt to cure the 
body without the soul.; and this is the reason 
why the cure of many diseases is unkno"Wl'il. tG the 
physicians of Hallas, because they are ignorant 
of the whole, which ought to be studied also; 
for the part can never be well unless the whole 
is well •••••• For this is the great error of our 
day in the treatment of the human b0dy, that 
physicians separate the seul from the body.45 
McNeill ~efers to ffPhilosophers as Physicians of the Soul«46 
in that they concerned themselves with uKatharsis" (a;:~qomm.en. 
psychiatric term today), and gave the admonition, "Know thy-
self" (ef. present concept of insi@At}. These were begin-
nings. 
There were in Judaism general religious regulations 
concerned with health in a preventive or public health 
emphasis. In the book ot Leviticus, Moses gives an elab-
orate Hebrew sanitary code regarding cl.eanliness and diet. 
It showed that the religion of the time was concerned with 
health. John in his First ~istle, 3:17 equates good inter-
personal relations and al.truism with "bowels of compassion". 
Scripture is fil.led wi~h many such :psychosomatic references, 
which it is beyond the scope of this study to investigate, 
but whieh suggest an awareness of the close interaction of 
emotions and bodily changes. 
45. Jowett, DOP, 13. 
46. MeNeill, HCS, chapter 2. 
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Mental illness has often been attributed by religion 
to demon possession from the time of King Sau.l, who roamed 
the fields eating grass, as well as in the Gospels, in Med-
iaeval times and treatment of witches in Colonial America. 
Besides the interest of religion and the church in 
healing disease and caring for the sick by the establish-
ment of hospitals, there is the long history of faith healing 
from the miracles of the Bible to the present. This includes 
the use of holy relies, statues and shrines, pilgr~ages and 
visions to which healing powers have been attributed. If 
spaee pe~itted, we would need to. include Mesmerism, hypnotism, 
and Christian SCience. Some would list psychoanalysis, and 
certain forms of group therapy also under the category of 
spiritual healing because they involve faith, attitudes, and 
emotional re-education. Likewise, it would be a fruitful 
investigation to analyze spiritual factors inducing or aggra-
vating illness EnCh as guilt, fear, anger, grief. Wise sums 
up the ways whereby religion might contribute to health or 
illness depending upon its use. 
Religion represents man's struggle with the 
facts of existenee in an endeavor to find 
the underlying relationships that give them 
meaning, and to create a way of life based 
on his resulting insight into the nature and 
meaning of life. To the extent that religion 
has succeeded in this task it has provided a 
basis for the integration of personality and of 
the social group, and has been a strong :f"oree 
for personal and social health. To the extent 
that it has .failed it has beeome, in one way or 
another, a force leading to illness.47 
Yet we come back to the social context to complete the 
picture. In order to understand what psychological mean-
ing religion has to~ an individual, one must know its inter-
personal significance. 
Dnnbar48 is one of the foremost medical doctors to 
appreciate the significance of emotional factors in physical 
illness--the psycho-somatic approach to medicine. She refers 
to eases in which anxiety, fear, anger, guilt and other emo-
tional faeto~s play a major role in produc.ing illness. These 
elements for.m an integral part of religion (at least religion 
has a lot to say about how to handle these emotions). Reli-
gion in its wholesome for.m should be able to help generate 
constructive healthful emotions and provide means of handling 
the destructive emotions. She cites ·an example of a man who 
was torn between writing a book and the :fear of :failure in 
this literary venture. His literary frie:ad~;.:joked about his 
prose. Arthritiw settled in his :fingers whenever he tried 
to work on it -- and the pain left when he gave up the pro-
ject. 49 
This has significant implications for the relationship 
of religion to health i:f religion is conceived of in broad 
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47. 
48. 
Wise, RIH, 98. 
See Emotions and Bodily Changes and Mind and Body: Psycho-
somatic Medicine. 
49. Dunbar, MAB, 225. 
terms and not limited. to the· conscious part or the psyche 
or to theological :formulations on the intellectual level. 
Braidy studied thirty patients hospitalized at the 
Robert Breck Brigham Hospital, Boston, during the f-ear 1946.50 
She discovered the ·onset or. arthritis a.f'ter pregnancy in · 
the eases or rive unmarried mothers (guilt). seven patients 
revealed :family and marital discord (inadequate interpersonal 
relations). Five were under economic stress (worry). Seven 
showed marked personality dif:ficulty (maaadjustment). This 
would indicate a high correlation between unhealthy emotional 
and social lire and the incidence or phfsieal breakdown in 
chronic illness. Giles51 ~o~d that arthritis trequently 
follows emotional shook like death and periods of depression, 
also prolonged sexual eon~lict. Another interesting investi-
gation by Nissen and Spencer indicates that emotional problems 
may be present whether illness :follows the physical or mental 
pattern. 
The chief dif:ferenee between the two.(schizo& 
phrenia and arthritis) appears to lie in the 
outlet chosen for the emotional disturbance. 
The schizophrenic finds his escape from real-
ity· through fantasy or dream life; the arth-
ritic through the somatic or physical. In a 
recent visit to a state hospital for mental 
disease, not a single arthritic was :round among 
2~200 patients; while in the group of' 500 arth-
ritics analyzed only 3 were diagnosed as having 
mental disease.52 
50. Braidy, Dissertation, (1947). 
51. Giles, Art. (1935). 
52. Nissen and Spencer, Art. (1936). 
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Religion strives to equip: the individual with spiritual 
resources to meet the stresses of life with faith, hope 
and love to give security, purpose, and wholesome inter-
personal relations in his life. Then when failures, sin, 
tragedy, and conflict come, he can use th~ means of repent-
ance, confession, and forgiveness to heal the wound and 
to aocept the inevitable without bitterness, frustration, 
hostili~y or self-pity. 
3. :social Psy:cholosr. Because of the social nature 
of religion, it is natural that psychology of religion 
should draw heavily upon the findings and methods of social 
psychology in order to understand the dynamics of religious 
experience and the process of religion as an institution. 
i. The concept of role. Newcomb, in his recent Social 
Psychology,53 relies heavily upon the concept of nrolefl in 
interpreting the individual and the social proce-ss. Kl.uck-
hohn considers the idea of role as a useful meeting ground 
for several disciplines. 
The role concept provides the principal th~o­
retical point of articulation between analyses 
of behavior of groups by anthropologists and 
sociologists and analyses of individual mo~i­
vation by psychologists and psychiatrists. 4 
It is a versatile concept in that it can be used to study and 
53 .. Newcomb, SP, Chapters. 
54. Kluckhohn, PER, 267. 
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analyze behavior and soeial meaning. There are punitive, 
occupational and ~amilial roles. So the role o~ the police-
man in juvenile delinquency, the role of the oldest son in 
Jewish society, or the role o~ the pro~essor in American 
eulture55 might all be approached with this same basie theo-
retical tool •. Even animal psychology has contributed to the 
concept of role according to Murphy. 
Deriving ~rom the current preoccupation with 
individual eompet~tion, there is a large 
experimental literature on the 'pecking orders,' 
the'dominanee relationships' observed to develop 
among animals as among men. Through eon~liet or 
intimidation the strong or the bold find their 
way to the top ••••••• since status roles are 
achieved as a rule, through a long process of 
trial and error, the end results, like those in 
all learned behavior, show a great variety of 
qualitative manipulations. All the status roles 
are, se to ~ eak, "played for" by all the mem-
bers of the group, so that a visible degree of 
success in one or more roles is achieved by 
nearly everyone; some individuals gain pre-
eminence in several of them~56 
It seems that role is an especially useful concept in 
analyzing the psychological aspects and dynamics of an 
occupational status. Wilson practised this in his discus-
sion of the American professor in The Academic Man. Barrabee 
used it as a means of understanding the function and rela-
tionships of various staff members in Boston Psychopathic 
Hospital.57 The more highly specialized forms of occupation 
55. Wilson, TAM (1942}. 
56. MUrphy, PER, 574-575. 
5'7. Barrabee, A· study of a Mental Hospital, The Effect of 
Its Social structure on Its Functions, 
Dissertation at Harvard University, 195m. 
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raise different problems in role analysis from the more 
.. 
generalized ones. Murphy brings William J"ames to bear on 
this point; showing the relationship of personality to 
professional role. 
William James stressed the faet that the fluid-
ities characteristic of early adulthood tend to 
be replaced by hard crystallizations within the 
first decade of professional life. The specific 
tasks and values of each professional group, as 
of each subcultural group, become progressively 
more rigid. These comments evidently apply to 
everyone during the first decade of maturity, 
but much more sharply in the case of the more 
highly specialized roles which~life assigns. 
To say that professional habits merely overlie 
a. fundamentally stable personality core is an 
altogether abstract statement whose meaning is 
doubtful, f'or pro:fe·ssional habits invade the 
very self and help to for.m the basis of the inner 
self-attitude as well as the outer status.58 
Occupational role tends to be well defined at least as to 
external function, as in industry's recent emphasis on job 
analysis and vocational testing in order to :place the right 
person in the right pesition. Yet many of these efforts 
have not differentiated between the external for.mal meaning 
and the subtle i:nner meaning to an individual. They have 
taken for granted the hazardous assumption that mot.ivations, 
expectations, satisfactions, reward-needs, etc. were the 
same for different people oeeupying_the same. occupational 
status. Or more often, these :factors were ignored in favor 
58. Murphy, PER, '754. 
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of the external requirements of the institution into which 
the person was expected to fit himself. Role is a useful 
technique or concept in understanding occupational status 
in a dynamic sense. 
There is often confusion between nor.mative and des-
eri:ptive roles; between what a ~erson is supposed or expected 
to do and what he actually does. :Newcomb uses the term 
npreseribed rolen for the former and nrole behavior" for 
the latter. 
A prescribed role includes all the approved ways 
of carrying out the necessary functions required 
of the oeeu:pant of a position •••••• Role behavior, 
on the other hand, does refer to the actual behav-
ior of specific individuals as they take roles.59 
This type of analysis clarifies situations semantically--
to know if we are talking about the same phenomenal entities. 
Wilson says, "A role is defined as a pattern of behavior 
corresponding to a system of rights and duties and associ-
ated with a particular pssition in a social grou:p.n60 This 
implies that the role exists when the nor.mative and descrip-
tive aspects are the same -- when the ":prescribed role" 
corresponds to the "role :Behavior ". The person must assim-
ilate his role and define it, often learning it from expecta-
tions of others, by socialization and interpersonal relations. 
That is why it is necessary to approach the role of the 
59. Newcomb, SP, 3301 
60. Wilson, SA, 208. (S_ee also ~age 3 above in Introduction.) 
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ehaplain from two points of view: (1) the prescribed role 
formulated .bY the standards of the Ameriean Protestant 
Hospital Association•s Chaplains' Section and the patterns 
set by clinical training of pastors for chaplaincy work; 
and, (2) the role behavior arising from the chaplains' self-
perception of the role {what they think they are doing) and 
others' pereeption of the role (what doctors, nurses, and 
patients think chaplains are doing). This approach presents 
the role ot the chaplain in a more balanced perspective of 
objeetive~subjective analysis. 
Hiller gives a good discussion of structures and. inter-
relations of social roles.61 He aSks what the psychological 
significance 9f roles is. What is the motivati~n behind them? 
This aspect of ro~e will be discussed in the next section 
under role as a means for understanding personality. 
The author is indebted to Wilson62 for some factors 
in the role and status of professors which were suggestive 
of an8logous factors to look for in analyzing the role of 
the chaplain. They included such things as compensation, 
the uniqueness of the fnncti0ns perfor.mmd, extra-curricular 
(or extra-mural) functions, requests for service (including 
both source and type), assimilation by others on staff 
61. 
62. 
Hiller, SRS, ~P· 331-614. 
Wilson, TAM, {1942). 
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(colleagues), etc. Also Parsons' work63 olariried the 
characteristics of professions in general by suggesting 
rour criteria: (l) Rationality -- scientiric background; 
(2) Functional specificity -- vs. diffusion; (3) Authority 
--evidenced by technical competence, a contractual rela-
tionship, and administrative "office"; (4) UniversaliEm. --
vs. particularism. There seems to be a need for clarifi-
cation of the professional role as many professionals are 
often apologetic and uncertain that others understand or 
accept their role. The chaplain is a professional man, 
and as such, his role is influenced by the above factors. 
ii. Role as a means for understanding personality. 
As noted on page 13- .above, Murphy considered role a useful 
tool ror understanding personality. 
Personality is in considerable degree a matter· 
of role behavior; even more, however, it is a 
matter of role pereeption·and of self-perception 
in the light of the role.64 
White85 finds that it is necessary to have three factors 
clearly in mind in order to understand the integration or 
personality: (l) Competence and self-esteem, { 2) Member-
ship in social roles, (3} Conscience and ideals. Social 
roles include the meaning~ul interpersonal relations upon 
which a person depends for social recognition, status, and 
83. Parsons, EST, Chapter VIII, pp. 185-199,. 
64. Mmrphy, P:mR1 56011 (Also used on ]i>age 14 in Introduction). 65,. White, AP, \1948). 
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val.ue. When these are adequate the individual has strong 
Ego support; when such social identification is missing, 
the personality must have other supports and strengths to 
make up for the lack. Murphy's statement above may be said 
to include the elements of insight, judgment and objectivity. 
"Self-perception" involves insight and objectivity; "role 
perception" involves ability to recognize and accept social 
reality. The maladjusted person is likely to be inadequate 
in both these areas. 
Newcomb speaks of three stages in role development66 
in the growth and formation of personality. Autism is the 
stage in which the child thinks only of his own wants and 
drives without regard for reality factors. Absolutism is 
the period of reality testing and learning in ~mich the 
child is inhibited and must conform. Here the child lea~s 
to discriminate. Reciprocity is the more mature. stage of 
the personality development in which the person perceives 
himself in relation to the individual perspectives of other 
peopl.e in the group. So the individual learns by steps 
the ultimate socially useful and acceptable role he has to 
fulfill. In proportion as he develops a wholesome adult 
understanding of his role in society, he will be psycholog-
ically sound and have a well integrated. personality. 
66. Newcomb, Sl?, 302-310. 
61. 
Wb.itets remark, ffSkill in role-taking is an acquired 
skill, and there are great individual differences.in the 
extent to which it is acquired, n67 supports Newcomb's con-
cept of role learning. This is important in understanding 
the personality of the chaplain and his adjustment to his 
role in the hospital. If he is to accomplish the learning 
be 
needed to adapt himself to his role, there mustAfreedom 
from resistance, defensiveness and rigidity. He functions 
most effectively if he can fit into the special role and 
learn it quickly, in short, to adjust himself to his new 
status. This may be difficult if he has learned other roles 
thoroughly, such as that of the parish pastor or the army 
chaplain, with habits and tendencies to continue the :former 
mental set. He must have a flexible personality in order to 
make the transition. This is often a stumbling block to 
clergymen who are inclined to say, "When I was in :my last 
parish, I did so and so." In role learning there is need 
to conceive of a new situation, status, environment, and 
role as a unique social pattern to be oo nsidered in its own 
right. 
To view role learning in the context of the group mem-
berships of the pastor, consider the consequences of a rather 
abrupt change from parish to hospital work. He is trans-
67. White, AP, 539. 
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~erred ~rom a group o~ denominational, parish ministers 
in one city, which met monthly as a district association 
discussing common problems of Sunday school, missions, 
budgets, etc. Aside from competition for leadership or 
party factions, the members of such a group are quite 
sure of themselves and each other as to role and status. 
Suddenly one pastor leaves this group 0~ comleagues to 
become a member of the health team, the staff of a large 
hospital. Now he is strictly sui generis. Whereas there 
are several dozen doctors and a hundred nurses, there is 
only one of his vocation. And if in his new community, he 
tries to identi~y himsel~ again with a group o~ ministers 
in some professional association or denominational conference, 
he .discovers he no longer has a role in common with them. 
A cryptic question summed up the experience of one chaplain, 
who was asked by another clergyman of his denomination i~ he 
ever regretted leaving the ministry to go into the chaplain-
cy. This kind o~ stress upon an already insecure person 
would be quite sngnificant in his personality adjustment. 
In psychiatric circles, Moreno68 has been a pioneer in 
using the concept of role playing and role training as methods 
o~ action therapy for mental patients. He began his· spon-
taneity theater work with children in 1911 and with adults 
68. See Moreno, WSS (1934), PSY {1946), and TTS (1947). 
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in 1.922. At present his work centers in Beacon, New York. 
By acting out the conflicts of life that contributed toward 
mental breakdown, the patient gains a clearer perception of 
his own role. By acting out the roles of other meaningful 
persons, such as a hostile, domineering father or a love 
object, the patient perceives himself from a different per-
spective from which to experience some of the feelings and 
viewpoints of other persons whose roles -he is playing. This 
method has proven fruitful oftentimes where the one-to-one 
relationship of psychiatric interviews has not been sufficient. 
It is an interpersonal approach to mental health which has 
gweatly popularized the concept of role in personality anal-
ysis and therapy. 
Clinical pastoral training in the hospital setting is 
role training as it helps to overcome rigidity and insecurity 
in chaplains before they have to accept the full responsibility 
of the role. The same may be said for other forms of pro-
fessional training sach as the medical. internship, super-
64 
vised field work in social work, or the student nurses' train-
ing program. Clinical training is a for.m of positive, emotional 
education, (sometimes emotional re-education), which estab-
lishes wholesome attitudes and behavior patterns appropriate 
to the role. It is role training because it is practising 
the role under controlled conditions, with the purpose of 
personal growth in interpersonal relations which will. later 
be undertaken independently. 
There are many ways of analyzing the personality in 
ter.ms of the role, or roles, of the individual. Many fad-
tors indicate satisfaction with the role or show up con-
flicts, tension, and insecurity of the individual. The 
occupational role of the chaplain could be studied at length 
as it relates to the roles of other areas of his life, such 
as father, husband, etc. The other members of his family 
also have roles as mother, wife, son, daughter, mother-nn-. 
law, etc., which have mutually inter-dependent relationships 
to his role as chaplain. It is becoming more clear that 
job satis·faction is not an entity by itself but depends 
upon what other meaningful persons also think about the 
particular job. Other questions could be asked about the 
chaplain's role in relation to his personality, such as: 
what does it mean to him that his role is institutionally 
oriented instead of community oriented as in the case of 
parish pastors? Many of these questions go beyond the scope 
of this study, but suggest the broad application of the 
concept of role as a means of studying the structure and 
dynamics ot personality. 
iii. Role and the group. This study of the role of the 
chaplain considers him not as an isolated professional, but 
~s a member of a therapeutic group, the health team. The 
health team as such will be discussed in Chapter Three, but 
for the present, it is necessary to indicate what the field 
of social psychology has contributed toward understanding 
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group dynamics through the concept of role. 
Occupational standards as well as social behavior are 
formulated not in ter.ms of the isolated individual, but in 
terms _of the expectations, beliefs, experiences, and needs 
of the group. This is true of the unwritten mores of prim-
itive society and small tribal units as well as of the legal 
codes and customs of a large, modern community. It is beyond 
the scope of this study to discuss such interesting abstrac-
tions as whether the group has a life of its own and a need 
to protect its existence as a social organism. Newcomb sums 
up and clearly states this relationship of the individual to 
the group, show2ng how dependent the individual is upon the 
group for his own standards. 
Group nor.ms thus determine individual behavior in 
two ways. They provide both meanings and goals. 
They provide meanings because, willy-nilly, the 
individual is dependent on group norms for his 
meanings; without them he cannot co:rmnunicate. 
They provide goals because the individual cannot 
be indifferent to the approvals and disapprovals 
which are associated with the nor.ms.69 
Positions in society and social and occupational roles become 
positions whereby persons in a given group understand and 
perceive each other. Every person in a group occupies some 
position with a function to be fulfilled even if it is not 
formally named whether it be leader, follower, participant, 
observer, passive recipient of hostility or antagonist. Role 
refers to such behavior of a person in a given position as 
69. Newcomb, SP, 275. 
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corresponds to his position in the group. 
Norms facilitate communication between members of a 
group. Each person has his ovv:n ideas about what ceirtain 
norms and standards are. Communication within a group is 
optimum when members of the group have a high degree of 
agreement about what the norms are. The same holds true 
about the understanding or what· each other1 s roles are and 
the type of behavior suitable to the various positions in 
the group. 
Norms and standards are not abstractions which one-
accepts or rejects only on a logical basis, but represent 
our experience with other persons toward whom we have ~eel­
ings, emotions and attitudes, fears and anxieties. These 
other persons can be threatening to us and frustrating, 
in which cases we may respond with hostility and aggression 
not only toward the individuals involved but also toward 
their norms. 
Aside from the emotional content of the interpersonal 
relations of the group, there are other factors that limit 
the role for any position in a group. There are prescribed 
limits of authority and respOnsibility.- There are the gbjec-
tive aspects of facility such as geography and environment, 
space and time, inev:-itable conflicts of schedule influencing 
opportunity. There is the matter of the capacity of each 
individual, intellectual, physical, and social, beyond which 
he cannot well function regardless of excellent interpersonal 
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relations. In the case of the chaplain, there may be 
ecclesiastical boundaries of doctrine or administrative 
p9lity, which are super-imposed from outside the group 
under consideration, i.e., the health team. There are 
·.loyalties to other groups, to which each member may belong, 
that may be in conflict '~th the pu~oses and aims of the. 
group in question. The group may find intangible frustra-
tions and undefined obstructions where these conflicting 
loyalties are involved. Thus even the most free and spon-
taneous group operates under many limitations and situational 
reality factors which influence the various roles members 
fulfill. 
An urgent need in any functioning group is for the 
members to have empathy for other roles even while fulfill-
ing their own role adequately. When this is the case, 
integration of the group into a dynamic unit is facilitated 
and acceptance of other members of the group is increased. 
This is a problem in highly specialized, professional work-
ing groups as the health team where persons in such different 
roles as doctor, nurse, laboratory technician, social worker, 
dietician and chaplain must try to appreciate and understand 
each otherts function. 
There are many questions which social psychology will 
need to ana.J.yze about the dynamics of a group. What is the 
structure of the group, the administrative or organizational 
relationships between different positions and roles? What 
68 
is the function of the whole group as well as the role of 
each individual in the a?c~mplishment of this function or 
group goal? How was this goal arrived at, ana by what author-
ity is it being pursued? What are the modes of expression 
of this authority in directing the on-going process, and 
what directions does it follow? It is interesting to note 
that authority can be a one-way communication, or it can be 
reciprocal, or it may be confused. When communications are 
made within the group, are they formalized or spontaneous; 
and who seeks ana needs to communicate with whom and for 
what reasons? What efforts are exerted to maintain the group 
as a social or occupational unit through loyalty 7 discipline, 
achievement, or personal gain (financial, social, or emo-
tional}? If some efforts are expended to keep the cohesive 
unity of the group, others are exerted to move the entire 
group closer toward the goal mentioned above. Ass~ng that 
every human being has many needs and tensions which must be 
reduced or satisfied, how does this particular group process 
and membership help to meet the needs of various members of 
the group? This comes to the basic question of why some 
members enter or remain in this particular group in the first 
pmace. Then, within the group there may be many conflicts, 
barriers and tensions existing among individuals which are 
unique to this situation of group membership ana action. 
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Why are certain members not fully accepted by the group, while 
others are delegated to roles of leadership and authority? How 
derinite is the role of each member of the group, and what 
part does he have in clarirying or confusing, making erfec-
tive or failing to accomplish his function in the total 
process of the group? This is surely not an exhaustive list 
of categories, but is merely intended to indicate some ways 
in which social psychology analyses the group in relation to 
roles. Many of these questions will be raised in this study 
about the role of the chaplain in the health team. 
This section has dealt with the concept of role in the 
field of social psychology because it is a basic concept 
in this approach to the study of the pastoral care of the 
sick. secondly, role was considered as a useful means of 
analyzing and understanding personali:ty adjustment. Thirdly, 
the idea of role was seen as a principle for understanding 
grou~ dynamics. Social psychology is applicable, both in 
theory and m~thodology, t_o this study because religion (and 
thererore pastoral work) is consddered not from an individual-
istic point of.view but ~rom the standpoint of interpersonal 
relations. 
4. Pastoral psychology. This field of study is a 
recent development in the theological curriculum, at least 
in its present emphasis. Since 1920 there have often been 
departments of practical theology or pastoral theology 
emerging in theological curricula as one of the four main 
divisions of theology. They have included worship, preaching, 
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visitation of the sick, administration of the congregation 
and pastoral counseling. But only recently have the pastoral 
functions been viewed in psychological perspective, as soci-
ology, education, and speech have concomitantly been brought 
to bear upon thses topics. Whereas the basic books in the 
fiel.d of psychology of religion go back to the beginning of 
. . 
,t~e century (Coe, 1900;_ James, 1902; starbuck, 1906; Pratt, 
1.908; and Ames, 191.0); a recent bibl.iography for a course in 
pastoral psychology at Boston University, 1.951-52, l.ists only 
17 out of 75 items as dated before 1940 and only 2 as before 
1930. Interest in the theory and practice of pastoral coun-
sel.ing has made this discipl.ine popular in the last decade. 
The mental. hygiene movement and the added.personal stresses 
of the Second World War have also chal.le:aged pastors to seek 
to meet the psychological needs of their people. The follow-
ing list of topics from the above mentioned course taught by 
Dr. Paul E. Jobnson suggests the scope or this discipline: 
I. 
II. 
III. 
P.AmORAL RELATIONSB:IPS 
Relationship the Key 
Pastoral Services 
THE PASTOR AS COUNSELOR 
Lonely and Defensive Persons 
Empathy, Release and Insight 
Growth in Responsive Counseling 
w:BEN CRISES COME 
Anxiety and Guilt 
Marriage and Family Problems 
Healing the Sick 
~eeting · Death 
71. 
IV. TEE P ASrORt S RESOURCES 
Personality and Mo~ivation 
Perception and Comunication 
Fellowship and GroupDynamics 
Christian Theology and Pastoral Work 
Ethical Responsibilities 
The Christian Vocation70 
Authors dealing speci~ically with the field of pastoral 
psychology are the ~allowing: Russell L. Dicks, Seward 
Hiltner, Paul E. ~ohnson, _Carr~l Wise, William Goulooze, 
Wayne Oates, and Gate Bergsten.?l But non-religious psy-
chology and psychotherapy are drawn upon increasingly be-
cause it is appropriate and signi~icant to make applications 
~rom education to religious education, ~rom group dynamics 
to church groups, and ~rom psychotherapy to pastoral coun-
- . 
seling. Thus ~rom Carl Rogerst work in child guidance and 
university counseling has come a basic approach in~luencing 
many pastors. 7 2 The work o~ Slavson, Klapman, 73 and others 
in gwo~p psychotherapy has been re-interpreted and applied 
. ·' . 
to vnrk with church groups by Lew-lie. 74 To meet the need 
o~ more scienti~ic procedures, pastoral psychology draws 
~reely upon other ~ields and integrates their findings and 
tecbniques to suit its own unique purposes. Pastors down 
70. 
71. 
72~ 
73~ 
74. 
~obnson, Syllabus ~or Pastoral Psychology, Boston 
University, 1951. 
Dicksl PWC; ~ilt~er, P. ~; ~ohnson, Ar~. {1950), ~d 
Art. \l947b), Wise, PC, Goulooze, PP, Oates, TOP, 
and Bergsten, PP. 
Rogers, CAP. 
Slav son, IGT and PGT; Klapman, GP. 
Leslie, GTC. 
through the centuries of Christian history have often used 
and understood the principles involved in this branch of 
theology, but it is only in recent times that scientific 
psychology has been available as a method of investigation 
and procedure in pastoral work. 
i. The pastoral relationship. In pastoral counseling 
there has been a shift from dependence upon authority and 
tradition to more reliance on.a warm, secure interpersonal 
relationship between pastor and parishioner as the foundation 
for emotional growth and the finding of solutions to problems. 
Exhortation, advice, and suggestion are all more or less 
authoritative. In the.last century there was more confidence 
in the conscious and intellectual faculties of man. The 
. . 
pastor might say, "My good man, in answer to your question, 
the Bible cle&rrly states so and sott; or nin your case, I 
would strongly advise against it." This method was used in 
social agencies also but is now considered one of the out-
mode~ methods.75 Newer concepts in psychology and counsel-
ing turn the attention away from the counselor toward the 
counselee and his feelings and resources. ttThe thinking of 
Otto Rank, as it has been modifie~ by such individuals as 
' Taft, Allen, Robinson, and other workers into. '·relationship 
therapy• is one impomtant point of' origin.n76 The person 
75~ Rogers, CAP; Chapter II, "Old and New Viewpoints.n 
76. Rogers, aAP, 27-28. 
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is the center of such counseling rather than ideas or the 
authority of the counselor. This::.is a difficult shift of 
role for many pastors to make as they try to adapt themselves 
to this newer method of counseling and become more concerned 
about the interpersonal relationship in the counseling process. 
There have been traditional counselors such as the intimate 
family doctor, the friendly_o~d priest, or the understanding, 
patient pastor, but only recently has there been a conscious 
and formal attempt to state and follow psychological prin-
ciples in the methods of counseling. 
The pastoral relationship, because of its traditional 
.ana symbolic nature, includes and connotes much more than 
the momentary interpersonal relations of two human beings; 
it also includes the associations the counselee has with 
religion, authority, and early experiences in developing 
moral attitudes as well a~ the present moral sanctions inher-
ent in the church as a social and religious institution. So 
in Pastor Jones there are also overtones of God the Father, 
as well as childhood associations with Daddy. In Catholicism 
this is accentuated by calling the priest "Father," but e~en 
where the title "Mister" is used for the clergy, the psycho-
logical implications and associations may be the same depend-
ing upon the individual1 s background. SUllivan describes this 
relationship between psychiatrist and patient as follows: 
'Besides the two-group integrated of psychiatrist 
and subject there is in the parataxic situations 
also an illusory two-group integrated of psychiatrist-
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distorted-to~accommodate~a~special-'you'-pattern 
and subject-reliving-an-earlier-unreselved-integ-
ration-and-manifesting-the-corresponding-special-
' me 1 -pattern. '77 
While this concept complicates the counseling relationship 
beyond the ability of the average pastor to comprehend in 
its psychiatric implications, it_is useful in showing how 
forceful the role of counselor is in arousing associations 
and memories of other significant interpersonal relation-
ships. When the chaplain meets a patient in the hospital, 
he has not only to cope with the present relationship, but 
he .accrues unto himself all (or at least many) of the former 
associations with clergymen whether they have been frus-
trating, punitive, supportive, permissive, bigoted or tolerant. 
Jung's exploration of the collective unconscious has bearing 
at this point, because there is also the culturally accepted 
stereotype which is placed over the pastoral pffice and which 
has an influence upon the pastoral relationship at the uncon-
scious level even if it may not be admitted (or in some cases 
consciously rejected) by the pastor, the parishioner, or both. 
It is important for the pastor to structure the relation-
ship as clearly as possible and at the same time be sensitive 
to whether the counselee is accepting this relationship and 
what it means to him. Ke~ discusses the symbolic role of 
the pastor. 78 
77. SUllivan, aMP, 45~-(quoted from article in Psychiatry 
(1938), 1;121-134. 
78. Kemp, PS, Chapter II. 
75 
His role and fmnction as a minister have been, 
through centuries of Christian culture, bred 
·.into the deeper levels of the conscious.aess of 
those whom he serves~ Therefore he ·has sym-
bolic as well as personal influence, and the 
symbolic power of his-role gives him a strength 
far beyond that of his own personal appeal to 
peop1e.79 
Two comments should be made regarding this passage. The 
element of "unconsciousness" should be included together 
-
with "consciousness"; and his "strength far beyond that 
of his own personal appeal to people" should not be con-
sidered an unmixed blessing. In some eases it will be a 
strength, in others an inhibitory factor so great as to 
prevent even elementary social interaction because of the 
emotional blocks against ffJ?astor" per se. Oftentimes, by 
not pushing the role of pastor or chaplain upon a patient, 
but by srrowing friendly, unthreatening interest in the 
patient as a person, the chaplain is able to break down 
these barriers and earn the right to be the patient's pastor 
in spite of the handicap of former inadequate relationships. 
The burden of structuring the pastoral relationship rests 
- . . 
largely upon the chaplain. This is usually best done by a 
genuine empathetic concern for the patient as an individual, 
with ability to respond accurately to his emotional needs. 
Yet, this section should not end with the impression 
that pastoral counseling is the only relationship involved 
79. ~emp, PS, 26. 
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in either the parish pastor or the hospital chaplain. Dean 
Muelder of the Boston University School of Theology has said, 
The minister is the most·general ~ractitionerc 
of all the professions •• ~ ...... (He) has to play 
a great many roles that other professions do 
not have to play. But he has to know what role 
he is playing and why.BO 
Thus he is preacher, educa~or, priest, administrator, etc. as 
well as pastoral counselor, depending upon whether he is in 
the pulpit, teaching a class in church history, administering 
the Holy Communion, presiding at a board meeting, or being 
sought out in his study by a person in distress. But he 
must keep these roles clear to himself and others so that he 
does not preach in the counseling situation nor hope to 
accomplish most of his administrative function from the pulpit. 
Also he must understand the distinction between his role as 
counselor when supposedly the patient is receiving the major 
attention, and his social relationships where the chaplain 
is having his o~m personal needs met. Even here the relation-
ship is often confused because a chaplain may have entered 
upon his work as chaplain to satisfy many basic yet unrecog-
nized needs of his own, so that it may be diffacult to ~ay 
which person is getting the most benefit from the pastoral 
relationship. 
Finally, there is the intricate problem of the intensity 
90. Muelder, Lecture to the class in Clinical Pastoral 
Training·at Massachusetts General Hospital, August 
24, 1951. . 
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or depth that is suitable for the pastoral relationship. 
Relationships may range both_ i!)._ the counseling situation 
and in group wo:rk from psychoanalytic depth therapy to 
• 0 
the repressive-inspirational methods.81 It is necessary 
fo~ the pastor or chaplain to know at what level the trans-
ference is and whether or not he has the understanding and 
techniques for handling the relationship. Brown gives a 
good admonition at this point. 
What then remains for the clergyman to do? 
If the clergyman feels a special call to deal 
with psychoneurotic cases~ he should certainly 
get analysed himself and learn all he can 
about analysis, and although he may not have 
the opportunity of applying it, he should bear 
the facts in mind and apply them, and, ~hen he 
deals·with patients, take care not to be dog-
matic.82 
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The author has known of two chaplains who lost their positions, 
the one because he insisted on competing with the role of the 
:psychiatrist, the other because he competed with the role of 
the nursing supervisor. What is the optimum :pastoral relation-· 
ship of the chaplain both with the patient and the other mem-
bers of the health team? To analyze this question is tne of 
.the purposes of this study. 
ii. Resources available to the chaplain. What are some 
of the more specific resources of the chaplain aside from 
81. See Klapman, GP, 68-71. 
82. Brown, P.AR, 83. 
the symbolic nature of his role already discussed under the 
pastoral relationship? As a representative of the church, 
he has perhaps more ready-formed therapy groups than any 
other professional in the community. There is the local 
parish to which he can continue to relate the patient by 
m:ontact with the local pastor. Many church groups are look-
ing for opportunities of social service and can be sources 
of volunteer workers, and with supervision may be helpful 
visitors. Boston state Hospital, through contacts of Chaplain 
Leslie, is served by many church gro~s who sponsor ward 
parties, send cards and girts at Christmas and other times, 
and in various ways help substitute for the church groups 
or which patients are deprived during hospitalization. 
Yet even within the hospital groups may be ror.med as 
choirs, discussion groups or Bible study groups, which 
simulate home church patterns. The worship services on 
SUnday are orten the highlight of the patientts week and 
are a common method of religious ministry where chaplains 
are available. Here the chaplain should be aware of the 
limitations or space, housekeeping racilities and services, 
and should be thoughtful of the workers in order to manif"est 
co-operation and promote good public relations for his 
department. At the University of Michigan Hospital, Chaplain 
Ballinger converts a classroom into a chapel for the Sunday 
morning services by drawing a curtain over the front wall 
and setting up a temporary altar with candles and cross, 
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thereby creating a churchly setting with the minimum o~ 
janitorial service. At the Robert Breck Brigham Hospital, 
Boston, the author designed a combination altar-bookcase, 
which is the same size as the opening of the ~ireplace in 
the Day Room (which serves also as a lounge, :party room, 
and medical conference room). A drape is hung above the 
fireplace; and when the altar is in place with cross and 
candles and a picture of Christ in place on the mantle, a 
worship.center is created with minimum effort. During the 
week, the back of this piece of furniture serves as a book-
ease in the corner of the room, containing devotional liter-
ature and materials needed for services, etc. Folding chairs 
are set up on one side of the room, while the other side is 
left clear for wheel-chairs or beds to be wheeled in. Volun-
teers from churches and young people•s groups can be of 
assistance in bringing patients to and from services. 
The Sacraments are another very tangible resource of 
the chaplain and can be used at the request of the patient 
and discretion of the chaplain. This resource needs to be 
used in an understanding manner, being mindful of the back-
ground of the patient and its meaning to him. Some patients 
may consider an invitation to the Holy Communion as a prep-
aration for death and a sure sign that the doctor is with-
holding the dread information from him,.but nevertheless 
sending the chaplain to prepare him for the inevitable. 
Another patient accustomed to receiving 6ommunion regularly 
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will be inclined to welcome it. As a supportive resource, 
it may well give peace of mind and confidence. 
Scripture is another resource which has varying meaning 
to different patients. Some consider it the uncompromising 
Word of God containing the Ten Commandments and other author-
itative dicta on what to do and not to do. Their earliest 
recollections of Scripture may be painful memories of stage 
fright while trying to recite some obscure passage in a 
Sunday School Christmas program, which augmented their infer-
iority complex. Another patient brings the Bible along to 
the hospital as a source of comfort finding in it the forgive-
ness of God and the love of a savior. Perhaps in the back-
ground are memories of a loving mother and father who read 
from the Bible in the midst of a secure family circle. This 
will illustrate how the chaplain cannot assume that spiritual 
resources mean the same to any given patient as they do to 
him. Devotional literature lends itself to use by patients 
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ror seven reasons according to Chaplain Ballinger or University 
Hospital, Ann Arbor, Michigan. {l) It is symbolic of Christian 
Faith. { 2) It is tangible, "capable of being touched. n { 3) It 
is available when needed by the patient. (4) It can direct 
the thinking and reeling of the patient when he may be too 
listless to direct himself. (5) Good devotional literature 
can answer some questions such as "Why has this happened to 
me?" and help. the patient to accept his situation and himself. 
(6) He can share his pamphlet with others, which helps to 
foster interpersonal relations. ( 7} It may help the :patient 
verbalize his feelings to the chaplain. 83 
Prayer is another traditional resource of the chaplain. 
Just as a child cries out for help to parents, so is a 
patient in the stressful hospital situation likely to become 
more dependent than usual and want to pray to God for help 
whether it be fer immediate cure or spiritual strength to 
undergo the crisis. The patient may resent this teniency 
as a childish regression or be ashamed to pray to God for 
help when he never turned to Him in years of health and 
prosperity. This resource needs careful discretion and 
discernment. The patient may actually be requesting the 
chaplain to line up God on his side against the doctor by 
saying, "Pray for me that I Wbn't have to have that second 
operation, tt while actually the patient is in the midst of 
a two-stage operation which requires a ten-day convalescence 
before the second stage can be completed. It is ofte~ useful 
to precede prayer with a permissive and exploratory conver-
sation. "What would you like to pray about?" or some such 
approach, may help to clarify the patient's thinking and 
feeling and make prayer more meaningful than if the chaplain 
proeeeds without understanding the patient's frame of mind. 
83. Ballinger, Art. (1951). 
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There is great cathartic value in pra1e~s for forgiveness 
if the patient has been able to verbalize feelings of guilt 
and repentance. A formal statement of absolution and bene-
diction can give added assurance to the confessor, but should 
not be made prematurely as it can also serve as a repressive 
factor. The patient can tell from the chaplain's prayer 
whether or not he ·understands him and his numerous worries, 
otherwise the pra1er may be vain repetition.84 
Theology, per se, can be helpful or irrelevant depend-
ing upon the background of the patient and its use by the 
chaplain. To some patients doctrinal affirmation gives a 
feeling of security so that the recitation of the Apostle's 
Creed may be as comforting and assuring as the Lord's Prayer. 
It has in it elements of devotional literature, such as the 
fffmiliarity of the Twenty-third PsaLm, and almost the sig-
nificance of prayer (people will sometimes bow their heads 
and fold their hands while confessing the Oreed). As a 
faetor influencing emotional health, it is positive in nature, 
and an affir.mation re-inforcing belief and conviction~ with 
the supportive power of faith. However, doctrine, and other 
elements of theology ean degenerate into petty argument, in 
which case negative and destructive forces are set in motion; 
84. See Girdwood and Ballinger, Axt. (1949) "The Faotors 
that Commonly Worry the Patient in the Hospital.u 
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tension, conflict, and anxiety are increased; and interper-
sonal relations are impaired if patients on the ward continue 
the discussion after the chaplain leaves, separating them-
selves int<:> intellectual and social partielf• Patients may 
invite argument, presumably, on a theological basis, in order 
to vent hostility, attack their parents' church and other 
symbols of authority, or test the chaplain's frustration 
tolerance. The well- integrated chaplain can assimilate 
and drain off this hoability in a therapeutic way if he 
does not allow himself to become emotionally involved and 
defensive. 
There are many other resources that may be olassif,ed 
as emotional attitudes on the part of the chaplain, such as 
availability, acceptance, Christian love, patience, empathy, 
permissiveness, objectivity, listening, and confidence. 
These are present as aspects of other resources, especially 
important in the pastoral relationship discussed in the 
preceding section. Yet they are extremely important for 
without them prayer, Scripture, and counseling can lose their 
optimum benefit. So that finally, we must say that the 
basic resource of the chaplain is himself, his personality. 
He is his own most important instrument and technique, for 
if he is an inadequate person or an emotionally unhealthy 
person, he will not use any of the above-mentioned resources 
effectively. Johnson emphasizes the personal nature of the 
mi:nistry of the chapla,in. 
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The hospital patient needs a Chaplain to bridge 
the social distance to his island of pain by 
rep:ttesenting someone who eares and heals.. He 
needs a Chaplain to challenge his growth in 
unselfish responsibility, by representing .some-
one who needs him and helps him to gll70W. By 
the faithful ministry of sach devoted service, 
the patient may be helped to outgrow his ego-
centricity and dependency, his resentment and 
rebellion in the therapy of religious companion-
ship along the way of recovery to sounder health 
~Ifd larger wholeness.85 . 
Peabody, in his sympathetic approach to the role of the 
doctor , gives a clue that is also the resource of a goad 
chaplain. none of the essential qualities of the clinician 
is interest in humanity, fo:tt the seoret of the care of the 
patient is in caring for the patient. n85 
5. Cl.inieal .Pastoral Training. This new method of 
theological education aims at giving theological students 
and pastors supervised field work in the theory and practice 
of pastoral care. It is usually done within the institutional 
structure of a general or mental hospital (although there are 
also correctional and social agencies in which sueh training 
is given) • The re.ason for this· choice is that here are con-
centrated a large number of people in need, under stress, 
and available to pastoral visitation, so that a student may 
encounter counseling situations in a short while, which it 
would take years of ordinary parish work to experience. 
85. Johnson, Art. (1950}, 8. 
85. Peabody, COP, 48. 
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1. As a method of theological education. Medical 
students have had supervised, practical work with people 
for a long time as :part of their education. Dr. Richard 
Cabot saw the possibilities in this clinical method for 
relating prospective pastors to living human reality, for 
there has been ground for the criticism that theological 
education was too theoretical and did not deal with people 
as they are. He made "A plea for a clinical year in the 
course of theological study.n87 Seward Hiltner88 traces 
the development of this movement from as early as 1913 
when one Rev. William Palmer Ladd suggested a similar fmr:m 
of training to the Protestant Episcopal Church Convention. 
Dr. William s. Keller in Cincinnati {1923}. and Dr. Ant.on 
T. Boisen in Worc·e ster State :S:ospi tal ( 1925) 89 are con-
sidered t.b.e two pioneers who first established this work 
in a formal way. 
By 1930 the Council for the Clinical Training of Theo-
logical students was formed and other centers began to be 
opened in other hospitals and penal institutions.90 Pro-
fessor Austin P. Guiles of Andover Newton Theological School . 
began offering cours.es in this field using the Boston City 
Hospital as a training center in 1932 with the assistance 
87. Cabot, ABD, Chapter I. 
88. Hiltner, OPT, 17922. 
89. Dutt, Diss. {1950). 
90. Hiltner, op. eit., 18. 
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of Dr. Richard C• Cabot.9l For com~lex ~ersonal and the-
oretical reasons, a division occurred within the Council 
CJihiC a.f 
for 1llr 'i 1...-i: Training, and the Institute of :Pastoral Care 
was established at the Massachusetts General Hos~ital in 
1944.92 Meanwhile considerable momentum was gathering 
behind the clinical movement in various theological schools, 
while in the Philadelphia Divinity School, clinical training 
became required for the first time of all candidates for 
the theological degree. 93 Especi~ly rumong hospital cha~­
lains, this movement became significant in their professional 
status. Now there was hope of determining who was eligible 
and equipped t.o qualify as a chaplain--by virtue of s~ecial­
ized training in hospital procedures. Chaplains became 
more aware of their status and the requirements of their 
role as chaplains. Standards inevitably arose to determine 
who qualified for membership in the group. ttstandards for 
the Work of the Chaplain in the General Hospitaln were 
adapted in 1950 by the American :Protestant Hospital Asso-
oiation.94 
ii. As a method of role training. Clinical pastoral 
training has been used in theological education as a method 
91. Andover Newton Theological School Bulletin, 1948. 
92. Bulletin of the Institute of Pastoral Care, Vol. I, 
no. 1, March, 1945, p. 2. 
93. Hiltner, CPT, 19. 
94. Bulletin of the Am. Prot. Hosp. Assoc., July, 1950. 
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of role training. Row does 1this method achieve the goal of 
making better pastors and especially chaplains? The aims 
ef the Council for Clinical Training, Ine., are listed as 
follows: 
1. To enable the ·student to gain an understand-
ing of people, their deeper motivations and dif-
ficulties, and their emotional and spiritual 
strengths and weaknesses. 
2. To help the student develop effective pastoral 
methods for ministering to people, redognizing his 
unique resources, responsibilities and limitations 
as a clergyman. 
3. To help the student learn how to work co-oper-
atively with representatives of other professions 
and to utilize community resources. 
4. To encourage a desire for further understand-
ing of religion and life, particularly such as 
may be obtained through appropriate researeh.95 
The Institute of Pastoral Care states its aims in Axticle II 
of its constitution as follows: 
The purpose of the Institute shall be to organize, 
develop and support a comprehensive educational and 
research program in the field of pastoral eare, wihh 
special reference to the sick, using the opportun-
ities offered by clinical training as a primary means 
to this end. 96 
Thus practical experience in pastoral work is obtained under 
supervision. The students learn by doing and have the oppor-
tunity to benefit from their mistakes. 
As the Summer School of Pastoral Care at University 
95. Council for Clinical Training, Inc., Annual Catalogue 
{1950) •. (See a.J.so Appendix for Standards of A. p. :a:. A.) 
96. Bulletin of the Institute of Pastoral Care, Vol. I, 
no. 1, March 1945, 53. 
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Hos~ital, Ann Arbor, Michigan, in 1951, the students were 
asked to list their own objectives, what they hoped to gain 
from the course. They mentioned the following eighteen 
points.97 
SO:ME OBJECTIVES OF 1951 CL]])fiCAL TRAINING 
(As suggested by the students themselves) 
Institute of Pastoral Care 
University Hospital, .Ann Arbor, Michigan 
1. To learn to steer a middle course between the 
dangers of ":professionalism" and n sentimentality," 
or between ftobjectivity" and "subjectivity." 
2. To learn how to evidence a concern for the 
spiritual and eternal welfare of people by reach-
ing them on their own level rather than trying 
to reach them only on the level on which we think 
they ought to be. 
3. To avoid winning persons to the pa~tor rather 
than to Christ. 
4. To learn how to make a proper or effective 
termination of'- a pastoral oall. 
5. To learn to keep from talking too much. 
s. To ~prove my own personal habits of appear-
ance, discipline, and administration. 
7. To overcome a feeling of' being bored when 
with simple or ignorant people. 
8. To overcome a feeling of wondering what is 
the use of making certain calls. 
9. To overcome a feeling of being offended when 
people question or criticize my leadership or 
methods. 
97. Mimeographed sheet included in syllabus compiled by 
Chaplain Ballinger. 
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~0. To overcome a tendency to let people impose 
on me by getting me to do a multitude or petty 
errands. 
11. To learn how to be a brother to people, to 
get along with people in groups, to give and take 
criticism graciously. 
12. To learn to be able to accept people as they 
are. 
13. To learn adequate methods and techniques of 
pastoral care. 
14. To help people apply their Christian faith 
to their needs rather than accept it as a tradition. 
15. To overcome a sense of frustration and of 
wondering tt.Am. I doing anything wo~hwhile?tt 
16. To learn to recognize danger signals in life 
situations~ 
17. To avoid rationalization of personal problems 
into pasing them as theological or intellectual 
problems. 
18. To increase an awareness of the value of 
individual human life. 
It is interesting to note how practical the students' ow.n 
goals are and how many of them involve their own personality 
growth in the sense of emotional role training. At the end 
of the course all eight students agreed that their own objec-
tives had been advanced and evidenced satisfaction with their 
progress. 
It was the author's pr&vilege to be a Course Assistant 
at this training center with Chaplain Ballinger, who was the 
Director of the course, so there was ample opportunity to 
syiJ a. bus 
observe the process closely. The c~1eti~ already referred 
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to states 
This one session does not certify one as a 
professional hospital chaplain, but is design-
ed to prepare for many of the activities iB 
the parish ministry -- namely: pastoral coun-
seling and ministering to the critically and 
chronically ill, the bereaved, and the dying. 
The relationships with other professions is taken int0 account. 
Full co-operation between the medical staff and 
the clergy is an established tradition. Medical, 
surgical, psychiatric, nursing, social service, 
occupational therapy, dietetic, educational and 
other allied subjects are taught here ·ana are 
integrated into the clinical pastoral training 
program. 
Heads of the above-mentioned departments and other staff 
members give generously of their time in interested co-
opeFation and are willing to present patients and case 
histories for clinical interpretation, often showing how 
they feel the chaplain or pastor may be of help to the patient 
and staff and generally fit into the health team. 
The training program itself may be grouped under nine 
headings. 
(1} Orderly service is considered a basic factor in 
getting theological students and pastors over any of their 
prudery or upper-middle class distaste for dirt and the 
elemental functionings of the body. By carrying bed pans, 
giving baths, feeding patients, and making beds, the students 
are assured of first-hand contact with people as people. 
They get used to the smells, noises, and equipment of hos-
pitals. 
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(2} Lectures are given by representatives of various 
departments of the hospital, always with the question in 
mind, "How does this aspect of hospital experience have 
meaning for the role of the chaplain in the care of the 
patient?" Not only the process of anesthesia is discussed, 
but the meaning of this experience to the patient undergoing 
it. The various diagnoses are discussed, such as tuber-
culosis, arthritis, hypertension, allergies, and the psycho-
neuroses, with the psychosomatic impli·cations and factors 
tor the pastor to bear in mind in the various eases. 
{3) Observation of clinical procedures often gives the 
students deeper appreciation of the work of doctors and 
nurses as they look over the shoulders of surgeons, study 
the care of the patient, note the exacting standards and 
devotion to the welfare of the persons whose needs they 
serve. students are permitted to make ward roUl!lds with the 
doctors and nurses and to ask questions when puzzled. 
(4) Pastoral calls are made daily after the two-we.ek 
orderly duty is completed. This is postponed until the third 
week in order to give the students an opportunity to become 
familiar with the institution and therefore less defensive 
and ·apologetic about their presence; when they have already 
demonstrated their usefulness and established many friendly 
interpersonal ·relationships. One call: each day, is written 
up in a special form as verbatim as possible, and submitted 
to the supervisor, who makes comments and criticisms in the 
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margin. students gain insights into their own personalities 
as well as an understanding of patients by these methods of 
experiment, analysis, and self-insight. 
(5) Clinical seminars are group discussions, in this 
hospital consisting of four students and one supervisor, in 
which the recorded interviews are presented by the student 
and evaluated by the group, searching for the meaning invol-
.ved and for better ways of handling various situations as 
they arise in the counseling relationship. Since this takes 
place in a group, many insights are gained into principles 
and practices of group dynamics as members participate in 
the interactive process. 
(6) Readings are suggested in the fields of pastoral 
psychology, counseling, and psychotherapy as the background 
of each student may indicate advisable. Many of those read-
ings have been mentioned already in the course of this study. 
(7) Personal consultations with supervisors are held 
for consideration of the theories and techniques involved, 
not neglecting the personal problems and tensions that may 
hinder the student in his pastoral relationships and person-
ality adjustment. 
{8) Chapel services are conducted in tu~ by every 
member of the group, the final day culminating in the adminis-
tration of Holy Communion. The solidarity of the group was 
evidenced by the fact that while there were eight denominations 
represented among ten men, yet no question was raised about 
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corporate Communion. The chapel was prepared as mentioned 
above (pages 79-80) for the bfief five-minute services held 
daily. 
(9) Socialization and exploration of interpersonal 
relations were provided daily in eating lunch together in 
a private dining room. And every Thursday evening a picnic 
supper was prepared by various members at the chaplain's 
cottage where sw~ing, croquet, and volleyball were used 
for recreation and to foster group integration. 
By the end of the session, practic&lly every function 
of the chaplain had been discussed, observed and participated 
in. This for.m of role training operates at various levels 
of intensity-depending upon the rigidity or acceptance and 
insight of the students involved. The general consensus of 
student opinion was that they had profited both personally 
and professionally from the period of clinical training. 
In order to understand the role of the chaplain today, 
it has been usefum to see the chaplaincy in its historical 
perspective. The chaplaincy has grown out of the long interest 
of the church in the care of the sick. Psychology of religion 
provides a background for understanding religion as an institu-
tion and the relationship between religion and health. In 
this study, the insights of social psychology have been use-
ful in clarifying the concept of role, both as a means for 
understanding personality and the group. Pastoral psychology 
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explains the pastoral relationship and the meaning and 
dynamics of the resources available to the chaplain. The 
new field of clinical pastoral training is significant as 
a movement because it furnishes the method whereby chap-
lains are trained to fulfill their role in the care of the 
patient. 
CHAPTER THREE 
TEE HEALTH TEAM 
Intensive programs of clinical pastoral training 
suggest that the chaplaincy is becoming increasingly 
specialized. Specialization is a typical characteristic 
of the average modern hospital. Many intensively trained 
specialists work side by side, yet are technically unable 
and legally forbidden to perform the services of other 
colleagues even in the same department. The health team 
in this professional group of therapists and technicians 
who contribute to the care of the patient in the hospital. 
Because of this multi-discipline approach in the ho~tal, 
it is necessary to consider briefly various other roles in 
the health team, which serves as the professional context 
in which the chaplain performs and into which he must integ-
rate his own role. Among these are the administrator, the 
doctor, the nurse, the social worker, the occupational ther-
apist, and the dietitian. This is not an exhaustive list 
for there are many other significant persons in the thera-
peutic and social environment of the patient; also the 
health team varies from one hospital to another depending upon 
its size, funds, and purpose. 
~. The Administrator.l In his pioneer work, Elements 
of Administration,2 Urwick analyzes administration under 
three headings. (a) The basic principle is investigation, 
research in objectively appraising the situation and deter-
mining the appropriateness of the institution in fulfilling 
the policy of the governing body. Thus the administrator 
maintains in his own mind and in the semi-consciousness of 
the institution a principle of order, purpose, or system. 
(b} T~e process involved is constant forecasting which 
attempts to answer the question of how needs can be met by 
the policy already established. Organization arises to 
execute policy through a chain of command and personnel 
direction. (c} The effect of these first two phases is 
planning, which co~ordinates and controls the process, chan-
neling the activity of the institution toward the objective 
or goal of policy already established. In a large modern 
hospital, the scope and function of the institution &s so 
complex that a group of administrative officers must be set 
aside to supervise the many departments and numerous workers 
with impersonal objectivity. Because the administrator is 
not personally involved in any one particular department, 
he can viewthe whole institution with better perspective and 
consider the functions and needs of the institution a. 111 
l. See MacEachern, HOM (1947), for full discussion of 
hospital administration and management. 
2. Urwick, EOA, Chapter l, especially Figure I. on p. 19. 
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as a whole. 
The administration is responsible for providing the 
structure of the health team, clarifying the functions of 
its various members and facilitating their relationships 
in bringing their services to the patient. The adminis-
trator and his staff execute the policies determined by 
the governing body of the hospital by creating regulations, 
procedures, rights and obligations, and making available 
channels of communication between members of the health 
team. He also allocates time through scheduling and mat-
erial through requisition procedures as well as funds. 
This aspect of administration could be called group main-
tenance, the function of maintaining group cohesiveness 
and unity. 
The administrator is in a tension between two processes, 
both of which necessarily operate simultaneously; the one 
goal directed, the other group directed. Therapy and care 
of the patient is the general goal of the hospital, but the 
needs of the members of the health team must also be taken 
into consideration. For example, in a mental hospital, a 
certain kind of therapy might be desirable for certain 
patients, but it might also be so threatening to members of 
the staff that morale drops to a low level, or some employees 
resign. In such a hypothetical situation, the administrator 
would be under pressure to compromise the goal somewhat in 
order to maintain the hospital as an integral group. It 
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would be extremely difficult for the health team even to 
exist without some for.m of administrator. 
Goals become institutionalized and standards are set 
up in order to facilitate the smooth co-operation of va~ious 
members of the hospital, who may differ personally, but yet 
are able to unite around norms accepted by the whole group. 
At this point the needs of the individual and the needs of 
the institution for which he works are mutually satisfied. 
Barrabee speaks of the ninstitutionalization of goalsn as 
a concept helpful in understanding this mutuality of indiv-
idual motivation and institutional structure.3 Thus a norm 
utilizes the notivation of the individual to 
perform an act which will fulfill the functional 
need of the institution and at the same time it 
permits the individual to meet a functional need 
of his own.4 
In a hospital there must be organizational methods of com-
municating information pertaining to the goals of the insti-
tution and individual responsibility resting upon various 
members of the institution. As there will never be total 
agreement on goals and sub-goals nor unanimity as to the 
best methods of achieving these goals, the administrator 
makes decisions that are received ambivalently by members 
-of the staff; Barrabee feels this is inherent in his role. 
The foci of the executive's role are on technical 
3. Barrabee, Diss. {1951), 34. 
4. Ibid., 34-35. 
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competence and on res:ponsibili ty ••••• In the nature 
of the case, the executive role is one of the struc-
tured foci of the moral and other conflicts of our 
society, and the executive becomes the recipient of 
positive and negative affect from the members of the 
organization. 5 
Also there is :pressure and judgment brought to bear upon the 
administrator by the community, which makes him V(!JZf'ly aware 
of :public relations as well as internal relations. 
How does this role of the administrator affect other 
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members of the health team, and ultimately- the care of the 
:patient? The role of authority- in making :people conform to 
regulations is often frustrating. Frustration leads to 
aggression. If morale is low, responsibility not clearly 
defined, inter-departmental communication slow and sporadic, 
schedules irregular, and goals in flux, the administrator may 
be said to be frustrating members of the staff by :poor organ-
ization. These members of the health team express aggression 
and hostility against each other and the patients. On the 
other hand, if responsibility is clearly- defined, the staff 
members feel secure in their rights and obligations; if mat-
erials are easily available, schedules regUlar, and communi-
cation~ available, there is likely to be less aggression 
because there is less frustration. In the latter case, inter-
professional co-operation is fostered and the general emotion-
al tone and social atmosphere of the hospital is more conducive 
to therapy and care of the patients. The administrator has 
5. Barrabee, Diss. (1951), 146-14?. 
become an integral part of the health team by facilitating 
its work in each specialized department, by maintaining 
the cohesiveness of the group, and directing its efforts 
toward the goal of caring for the patient. 
Now we shall consider the individual members of the 
health team determining their unique roles in order better 
to understand the kind of setting in which the chaplain 
fulfills his role, for he does not work in a social vacuum, 
nor must he forget the co-workers who care for the patient. 
2. The Docoor. The doctor is considered the leader 
of the health team in therapy both in mental and general 
hospitals. He heads up departments of specialization such 
as internal medicine, surgery, or psychiatry. These various 
specialties may each have unique meaning which makes up the 
differences between the role of the general practitioner or 
family physician and the role of the doctor in the large hos-
pital. Peabody distinguishes between the two settings. 
Now the essence of the practice of medicine is 
that it is an intensely personal matter, and one 
of the chief differences between private practice 
and hospital practice is that the latter tends to 
become impersonal.S 
In this section, we are dealing with the relationship between 
doctor and patient and other members of the health team in the 
6. Peabody, COP, 12. 
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hospital, yet recognizing that there may be same carry-over 
of emotional affect and role perception from private orfice 
contacts and home visits. 
In order to clarify the function of the doctor as a 
member of the health team, it was helpful to consult one 
who had not only had broad experience in actual practice, 
but who also was training young doctors to fill this role. 
Dr. William A. Malamud has provided th~ writer with help:tul 
insights into this question.? 
Ideally there should be one role of the doctor as such 
with no need for differentiation between the roles of surgeon, 
psychiatrist, or general practitioner. But, actually, there 
is a difference--especially in the higher echelons of the 
staff.. The internes and residents deal with. patients as 
general physicians and represent every specialty. In the 
higher levels ·of medicine these functions are specialized 
even though each man is still basically a physician. There-
rare, they represent different types of functions and have 
different meanings to the patient. So the surgeon operates 
and removes organs; the internist examines the heart; and 
the psychiatrist deals primarily with personality maladjust-
ments. Yet each doctor should be aware enough of the other 
7. The author had a personal intervievr with Dr. Malamud on 
October 1, 1951, at Boston University School or Medicine, 
which :Corms the basis of the discussion of the doctor's 
role. 
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specialties to be able to make intelligent referral. The 
reassignment of duties can be a problem if not handled wisely. 
There is always the problem of rejection, which the patient 
may feel when transferred from one ward or department of the 
hospital to another, the feeling that the doctor has lost 
interest in his case. 
The doctor represents the healer. The nurse will carry 
out the doctor's orders and give regular follow~u:p care, in 
a friendly role. But the doctor is the symbol; he represents 
the healing of disease as such. The symbolic nature of the 
role of the doctor is augmented by the white coat, the steth-
oscope hanging from the pdcket and the medical chart in his 
hand. 
But the doe tor is B.lso a person. .Although patients may 
react differently ta3the various functions of surgeon, i~tern­
ist, or psychiatrist, the relationship is very dependent also 
upon the personality of the doctor and the personality needs 
103 
of the patient. So the doctor may play the role o.f father, 
symbolizing authority, security and even punis.bm.ent. The 
patient can project into the white-coated figure the type of 
person with whom he needs to relate. The physician communicates 
his availability for these relationships by his attitudes, 
behavior and bedside manner; or he can structure the relation-
ship within very narrow limits as the remover-of-an-organ or 
the examiner-of-the-heart. 
There is not as much likelihood of confusion of roles 
between the chaplain and surgeon or internist as there may 
be between the chaplain and psychiatrist in the counseling 
relationship. Some transference occurs in varying degrees 
of depth, intensity, and length in every significant inter-
personal relationship whether it be positive or negative. 
In the pastoral relationship, however, transference in the 
psychiatric sense is not deliberately sought as a goal in 
itself. It is relatively an incidental factor. If a chap-. 
lain and a patient enter a rather intensive counseling or 
confessional relationship, this is not to be considered in 
competition or conflict with the role of the psychiatrist. 
The transference situation is a most important relation-
ship. between the psychiatrist and the patient, and it does 
not occur with anyone else to this extent nor for the same 
purpose. The setting enables the patient to project on to 
the psychiatrist roles and personalities of various individ-
uals with whom the patient has had important emotional 
experiences. For example, the person can relive the rela-
tionship of playing ball with his father at the age of five 
or the first e~erience of being punished. But this delicate 
material is not allowed to emerge or. crystallize by chance. 
The psychiatrist is able to diagnose the emotional condition 
of the patient, to judge its severity, and to know what to 
do about it in therapy:. He knows how to direct the relation-
ship into and out of transference so that the patient will be 
helped and not damaged by the experience. Also, because he 
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is a physician, he is very aware of the patientts physical 
condition and how organic disorders may be influencing his 
personality pattern. He becomes a depersonalized symbol in 
the most intense foDn when he practices full psychoanalysis 
and the patient does not even see him as a person in therapy. 
Here a corollary may be drawn with the Catholic priest who 
hears confession behind a screen, with the important differ-
ence that the priest does not insist on free association and 
deals mostly with the present. The chaplain would be defin-
itely outside his role if he attempted to establish and 
utilize this type of' transf'erence relationship in the thera-
peutic sense without the intensive training that this highly 
specialized fo~ of therapy requires. 
The doctor's role can range from f'riendly visitor to 
the authoritative position that unfortunately is forced upon 
h~ in the state mental hospital, where he has the "power of 
the keys" in ordering restrictions or granting freedom. He 
assumes the role of quasi-jailer and judge. This is imposed 
upon him by the reality factor of the legal situation and 
the demand of society for a verdict as to the ability of a 
patient to assume again the responsibility of freedom. This 
introduces a tremendous emotional reaction on the part of the 
patient and frequently interferes with treatment. It is 
possible that the power and authority of the doctor to dis-
charge a patient or keep him longer may have the same mean-
ing in a large general hospital. The doctor is the one who 
~05 
must ter.minate the security-giving period of "hospit~itis" 
for the chronic patient and send h~ baek to the harsh 
re~ities of the wor~d. Or he is the one who pro~ongs the 
separation o'f man and wife, parent and child, keeping the 
worker from his gainful employment and thereby attracting 
the hosti~ity of the ~atter as much as in th$ ease of the 
"psychologica~ inv~id.n 
The doctor, per se, o'ften symbo~izes authority, see~­
rity, or he~ing as well as the interpersonal relationships 
that exist between himself and the patient. Because of his 
leadership or the group, he is orten a key person in utilizing 
or ignoring the other members of the health team through 
rererral. 
3. The Nurse. The nurse carries out the orders of 
the doetor. Even in the smallest hospital where all the 
therapies known to modern medicine were not available~ there 
would always be this minimum team of doctor and nurse caring 
tor the patient. Again it seemed advisable to go for infor-
mation on the role of the nurse in the health team d~reetly 
to someone in the field, who served as a nurse both in the 
institutional and public health fields, and who was also 
training persons to oceupy the role of nurse. The writer 
is indebted to.Miss Anna o. Gring, Professor of Nursing at 
the Boston University School of Nursing for the 'following 
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imsights into the role of the nurse.8 
The nurse is a familiar role today, and often the 
first contact with the nurse is in prenatal care and instruc-
tion of the expectant mother in elinies. From birth, through 
early cheek-ups, until the child meets the school nurse in 
routine examinations, the. pattern of ttnurse 0 is clearly 
enough estaglished so that youmg children play the role of 
ffnurse"with remarkable aecuraey. Increasing use of nurses 
is being made in industry and other areas of life so that 
nearly everyone has for.med attitudes about nurses before 
coming into a hospital. 
The peculiar role of the nurse is in the giving of 
intimate physical care in a diversity of situations. This 
is aLmost unique, except in the examinations of the doctor. 
In following the doctor's orders, she administers medications 
and gives general bedside care to the patients including 
baths, injections, feedfmg, general supervision of the ward, 
and similar functions generally agreed upon as part of the 
nurse's role. The intensity of her work with a patient de-
pends partly upon the seriousness of his illness, which may 
range from critical unconsciousness to convalescent eases 
where the patient takes a1most eomp~ete care of himself, and 
may even help with minor tasks around the ward. The nurse's 
a. Personal interview material obtained October 1, 1951, at 
the Boston University School of Nursing. 
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duties vary depending upon speciali~ation r~om operating 
room assistance, pediatric, obstetric, or orthopedic work 
to general ward duty. Whether the nursing is done during 
the day or night has special connotation and meaning both 
as to activity and intensity. 
or all the members or the health team, the nurse is 
perhaps the most available around the clock. She has a 
more continuous relationship with the patient than any other 
member of the health team because she is in and out of the 
various rooms for an eight hour stretch, whereas the doctor 
may see the patient once a day or less, depending on the 
case. For this ~ason she often functions on levels and 
~ roles for which she is not officially accredited. If a 
patient wants to tell an emotionally involved story of home 
problems at 2:00 a.m. to the night nurse, he does so, not 
because he does not realize the social worker could serve 
in the capacity as a good listener, but because the nurse 
is available when he is in the mood to talk. Others on the 
health team often associate the nurse only with physical care, 
overlooking some of these broade·r interpersonal roles. 
This availability may get the nurse involved with other 
roles, yet even in areas where she is qualified, there is 
reluctance to use her in any but stereotyped services of 
physical care. The preparation of the registered nurse 
includes many insights into personal dynamics and emotional 
aspects of the patient, yet even psychiatric nurses( until 
108 
109 
;recently) were considered gi vera of physieal care. One of 
the personal and professional qualifieations of a nurse is 
to be able to be a good listener. The social worker is also 
supposed to be a good professional listener. When professional 
functions and differences have not been resolved in an insti-
tution, there are strained and inhibited relationships leading 
to tension between roles. The chaplain may often feel that 
when the patient could always bl:+ing a problem to him., why 
has he told it to the nurse? The chaplain may have been available 
offieially, but the nurse was practically available. 
Interprofessional conflicts arise when members of the 
heal~h temm are insecure or poorly trained, do not under-
stand each other's roles, or draw too heavily upon their 
role to satisfy neurotic personal needs at the expense of 
the goal of the grpup. For example, a doctor may feel that 
this is "his" patient in an overly possessive manner. A . 
doctor can be diatu;rbed by an employer seeking to arrange 
nursing care which may be legitimately included under his 
compensation plan. These psychological factors operating 
to mold interpersonal and interprofessional relationships, 
influence the role of the nurse through expectation, limit-
ation and referral. 
Referral is an intricate process about which it is not 
safe to generalize. It may lead the patient further from 
help and away from the particular person who can give it 
because this service does not fall into his role technically. 
., 
Perhaps there was a special reason why the above-mentioned 
patient told the nurse at 2:00 a.m. about his problem instead 
of the social worker, chaplain, or psychiatrist. Argitrary 
referral may have closed even that already functioning coun-
seling procedure. The nurse can _be utilized to interpret 
many of the personality dynamics she observes from day to day 
so as to make more effective the work of other members of the 
health team through understanding referral. 
The nurse's function as interpreter is part of the 
broader role of the nurse, which may or may not be utilized 
by other therapists. Doctors and ministers will seldom call 
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in the nurse as an active interpreter of the patient's dyhamics, 
whereas they rather frequently refer to the social worker. But 
the nurse learns much about the patient's economics, family 
relations, and problems related to health. The.nurse may know 
of a conflict over planned parenthood before the confessor 
priest or chaplain, and she is able to relate this to other 
marriage problems and stresse$ relating to the illness. The 
function of interpreter derives its role from, frequently, a 
nurse's more intimate association with the total family than 
others on the health team. 
As in the case of the doctor, there are symbolic meanings 
-
that !1:·:patient may read into the role of the nurse. Nurses 
are often aware that they are a mother figure for some patient 
even while the patient himself may @e unaware of it. Her own 
recognition depends upon the background, training, and insight 
ot.the individual nurse. A certain amount of dependency 
on the part of the sick person is to be expected varying 
with the degree of actual incapacity. A psycho~ogically 
well-oriented nurse can sense when this dependency is too 
intense or lasts for too long a time for the patient's own 
good. Physical care can mean that mother is taking eare 
of me, so I don't need to take care of myself. Then, on 
the other hand, painfum procedures may symbolize the parent 
or other authoritative person is punishing them. As a sym-
bol ot authority on the ward, with certain administrative 
prerogative and reporting to the doctor on the patient's 
eonditien and behavior, the nurse is likely to be the 
recipient of some hostility. The extent to which she can 
handle and unde~stand such negative reactions on the part 
of patients, will determine partly how much she is able to 
fultill the bre>ader role of the nurse in caring for the whole 
patient. 
~~~ 
Further observations on the role of the nurse in relation 
to the role of the chaplain will be made based upon the data 
gathered from interviews and questionnaires for nurses in a 
later chapter. 
4.. The Medical Social Worke:r-. It is interesting that 
the same man, Dr. Richard c. Cabot, who encouraged ministers 
to become members of the health team by having a clinical 
year in a hospital as part of their theological education, 
was aJ..so a pioneer in bringing the social worker into the 
sta~f of the hospital.. Both these roles, that o~ the chap-
lain and social worker, have this in conrm.on that they are 
non-medical in the sense that they do not give any physical 
treatment. But wherein do their functions differ, and what 
is the role of the social worker? Again, the most direct 
approach seemed to be to confer with one who is training 
people to fill this role in the hospital. Mrs. Ruth Cowin, 
Faculty St1pervisor of Medical Social Work and teacher of the 
course "Medical Sociai Case Work" in the Boston Unive:r.-sity 
School ot Social Work, kindly helped to clarify the role o~ 
the social worker.9 The w?iter is indebted to her for the 
fol.lowing material. 
The general background of social work students before 
specializing in hospital work is non-authoritative. In the 
general agency in the community, the majority of eases are 
self-referred. The client must want help herself' in order 
to be accepted, for the type of help the agency has to mf'fer 
cannot be forced upon a person. Even when a third party such 
as employer, pastor, or relative makes referral, the social 
worker tries to be sure that tlJ;ere is full willingness on 
the part of the client to participate and come for inter-
views. Only an agency like the Society for Prevention of 
9. Personal interview with Mrs. Ruth Cowin, October 29, 1951, 
at the Boston University School of Social Work. 
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Cruelty to Children comes in unselicited, sent by the.poliee, 
the court, or an anonymous compmaint. So in the specialized 
· f'ield of' medieal social work, there needs to be a. ehange of' 
orientation. This involves the basic question of' aut.b.ority. 
I:a the hospital. setting, authority ij of'ten apJ?ropriate 
as in the situation of' a child, a delirious patient or one 
that is unconscious, a patient who is psychotic or oae who 
is senile or deteriorated. At such points the hospital 
assumes that medical urgency or public saf'ety {as in the 
eases of' contagious disease) justify the use of relative 
degrees of authority. Di:fferent members of' the health teem 
use auth~ity, and in the multi-diseiplin~ approach of the 
hospital there is often the question o:f who should use it, 
how much, and.when. The doctor is the authority because o:f 
his expertness and knowledge of' what is best for the patient 
as well as because of' the need f'or a leader of the therapy 
group. The nurse is also authoritative when she stands by 
the bedside while the patient swallows the pill end then 
reports to the doctor whether ol." not the patient accepted the 
treatment or medicine. .So in the midst o:f this institutional 
setting, the patient does not understand non-authoritattve 
roles. The :patient wi11 ask the social worker, "Do I have t0 
do this?" And it is only after interpretation that the 
patient discovers that the social worker is not primarily a 
manipulator of the environment or giver of social orders. The 
social wot,ker must recognize and handle this problem o:f 
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authority not only in working with the :pat-ients but also 
in relationships with others on the staff. 
In ~ sense the patient is self-referred to the hos-
pital, and it may be assumed, ideally at least, that the 
patient is willing to receive whatever treatment and facil-
ities the hospital has to offer. The functions of the social 
worke~ correspond generally to the functions of the hospital, 
and the primary reason for her being there iB individual 
service to ·the :patient. Adequate referral helps facilitate 
. . 
the role of the social worker. But often the doctor refers 
without consultation with the patient and without explanation. 
Then she comes upon the scene as a snrprise to the patient. 
This puts ~pon the social worker the need to justify herself 
in being there. 
As the social worker has become integrated into the team 
and demonstrated her value, clinical serviees have begun to 
appreciate the influence and. importance of emotional, social, 
and psychological f~otors in the causation of disease and 
the. patient's response to treatment. Physical and psycho-
logical rest are influenced by simple e.aYironmental factors 
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of everyday life over which the :patient may be worrying and 
also by complex emotional :problems, which can be worked through 
with the help of the social worker. This is especially apprec-
iated when the staff is aware of the psychosomatic approach 
to illness. 
Doctors are the primary source of refena.J. to social 
workers, with nurses second. Chaplains are often aware of 
the need to refer patients, and sometimes the patients them-
selves request service because they have heard of another 
patient on the ward who was helped by her. Relatives also 
make requests for service, and the administration may call 
upon her in problems of finance, post-hospital care, or 
admission. Sometimes there is a one hundred per cent review 
of all admissions as in tubercUlosis, mental, or chronic 
hospitals, where it is usually taken for granted that long 
hospitalization-will create financial arid social adjustments 
beyond the capacity of' the average person or family to cope 
with alone. Whenever anyone other than the doctor makes a· 
ref'erral, the social worker does not take another step until 
she gets medical authority and checks with the doctor about 
the physical condition of the patient and the medical pDogram 
that is prescribed. 
SOme of the services represanted are the following: 
(1} Transportation of patients to out-patient clinic 
where patient is unable to arrange such for himself. 
{ 2) Anything helping to make medical care effective 
such as talking with patient about how he feels about his 
condition and treatments prescribed. Reducing anxiety. 
(3) Discovering allied problems that may relate to 
patient's illness or future rehabilitation. 
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(4) Wox-king with other agencies through referral to bring 
resources of the community and the needs of the patient together, 
such as needs for medical appliances, braces, or money, 
because many people find it difficult to accept such help. 
{5) In cases of' chronic or terminal care, providing 
or suggesting resources and implementing such help in details. 
{6) study of the patient and family in the diagnostic 
approach to cases of invalidism where patients appear to be 
overwhelm~d by :relatively small symptoms. 
(7) Follow-up of patients in out-patient clinics and 
later home adjustment, making ref'erral to other appropriate 
agencies when prob~em goes beyond the limitations assigaed 
to the social worker of the hospital. 
In spite of the extensive service of the medical social 
worker, the patient often does not consider her an integral 
member of the staff. He may ask," Whom do you work for?" 
or "Are you from the welfare department?" Partly this is 
due to the attitu~e of' the administration as it is inter-
preted in budgets and bills. The patient is not billed by 
most hospitals for professional services rendered by the 
social service department as he is :for l-aboratory work done 
and X-ray. Yet some hospitals are beginning to make this 
kind of formal recognition of social service. 
Confidentiality of ease records is used because the 
social worker is a part o:f the health team. There is no 
danger where there seems to be overlapping i:f social worker 
and chaplain are secure in their own roles. Two criteria 
are (1) whomever the patient selects, and (2) whoever is 
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there :first. 
In conclusion, the functions of the social worker may 
be grouped under :four headings: (l) Service to patients; 
(2) Teaching of social work students-in-trainin.g; (3) Be-
search in her fieia; {4) Preventive programs of mental 
hygiene. Counseling ·with other staff members should be 
kept on an informal basis and not emphasized too much. 
5. The Occupational Therapist. The place of the occu-
pational therapist on the health team has been demonstrated 
especially during the recent wars as the problem of rehabili-
tation was acute. Her services range from direct physical 
effect of' exercise and muscle-building movements to the 
psychological value of' making articles which demonstrate to 
the patient himself and others that he is improving or at 
least useful--hence the te~ therapy through occupation. The 
doctors are likely to utilize this resource in proport~on as 
they have seen it has contributed to the goal of the entire 
health team, namely, recovery or eare of the patient. Miss 
Marion W. Easton, who is Director of Clinical Training in 
the Boston School ot Occupational Therapy, is registered 
both as an occupational therapist and a physical therapist. 
It was :felt that she would be a good resource to describe 
the role of the occupational therapist. The following is 
11'7 
material ba~ed upon her comments.lO 
The occupational therapist works directly under the 
medical supervision o:f the doctor in carrying out the aim 
o:f treatment of the patient. Her function is as broad as 
the :facilities of the hospital and her own ingenuity allow. 
Mental and physical resources are used to motivate the 
. 
patient to do his part in his recovery. In this area of 
treatment, the patient must carry it out, whereas in physical 
therapy, for exampme, the treatment is done either for or to 
the patient. It is like a sugar-coated pill. The sugar-
coating is the interesting activity, whereas the medicine 
inside is the specific need being ministered to with the 
therapy. The end product .(the article made) is what the 
patient has his attention :focused on, but is not the main 
thing. With physical illness, the ef:fects are direct and 
the therapy prescribed -- given to the patient so he knows 
what the aim is and why the therapy is being used. In t.b.e 
case of psychiatric patients, the approach is more indirect. 
For example, the over-excited mental patient may be given 
the task ot breaking up boxes in the occupational therapy 
shop so the wood can be used for projects. In reality the 
purpose is to give the patient opportunity to work o:ff his 
aggression. Or he may be assigned the occupation of working 
10. Personal interview with Miss Easton, November 1, 1951, 
at the Boston School of Occupational Therapy. 
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in the stegm laundry in a monotonous, repetitive work for 
its sedative effects. One of the difficulties in occupational 
therapy is to know why some effects or results take place. In 
purely physical treatment the results are more tangible and 
concrete. Treatment may thus be functional. -- applied to a 
definite physical function of part of the body, or psyohol.ogical 
so the patient loses himself in some prescribed activity. 
The role of the occupational therapist may vary greatly, 
especially in a mental hospital. It is not al.ways what the 
therapist chooses, but what the doctor assigns to suit the 
needs of the patient. So the occupational therapist may be 
asked to take the part of the mother with one patient and the 
sister ~th another. This is indirect psychotherapy. She is 
channeling the patient's interests while other members of the 
health team are looking for the root of ~is disability or ill-
ness. She is considered as a person who is interested in 
helping. the patient to help h~self. 
In the army hospital, the oecupational.therapists served 
first as civilian employees without uni~ar.m. This helped the 
patients to feel at home with the therapists and consider them 
as links with the world outside the institution. The therapist 
couJ.d often give m.uch infoED.ation to the doctors that the 
patients would not share with staff members more c1osely iden-
'tified with the hospital and army- regimen. Even in the navy 
a~ an officer wearing the uniform., the serviceman somehow 
felt that the occupational therapist was really a civilian at 
heart. 
The aims of the occupati0nal therapist fall rough1y 
under four headings: physical, mental, social-adjustment, 
and economic. 
(1) Physical aims necessitate selecting an activity 
that will improve joint motion, increase muscle strength 
and work tolerance, and develop eo-opdination. Here a 
wide variety of activities are available to suit each indi-
vidual disability. 
{2} Mental aims include raising the general morale of 
the patient so that he may derive the optimum benefit from 
his hospitalization. An attempt is made to help him adjust 
to his illness, to alleviate the mental stress, induce relax-
ation or stimulate interest and motivation as is needed in 
each ease. Generally the purpose and aim is to establish as 
normal a aa.y as possible, which would include work, play, 
rest, and sleep. Choiee of work programs, active and passive 
recreation depend on the staff and their ingenuity. 
{ 5} Social adjustment is broader than the mental aim 
because it brings into play the forces of intexPersonal rela-
tionships helping the patient to fit into the social life of 
the hospital and subsequently into his own s:J oial graups 
after leaving the hospital. 
( 4} Ec6nomic aims of occupational therapy seek to make 
the patient as independent as his eapaeity will permit both 
in the family household and in the economy of the community. 
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For many patients, the test of their own recovery is when 
they are economically rehabilitated and able to tu:rn out 
useful work in rome degree. 
The activities used to achieve these goals and atms 
are extremely varied and numerous. Beferrals should be 
specific, but often much is left to the discretion of the 
oecupational therapist. Fo~ general types o.f activities 
are used, namely: manual, recreational, pre-vocational, 
and educational. · 
(l) Manual activities stimulate the creative interests 
of the patient in pxoducing a complete article through media 
of woodworking, metal crafts, leather work., etc. This is 
perhaps the most common conception of occupational therapy. 
(2) Recreational activities include games, sports, 
programs,- movies, singing and dancing, etc., which combine 
physical, mental and social aims at the s8Ille time. 
(3) Pre-vocational activities test the skills, apti-
tudes, and interests of the patients to help readjust h±m 
to a realistic level of rehabilitation and find for himself 
his place in society. At this point there is close eo-oper-
ation and referral to vocational guidance resources. 
{4) Educational activities include helping patients 
/ 
with correspondence courses, typing, and other projects so 
that the patient will not feel that time spent in the hos-
pital has been wasted. This phase would be of special im.por~ 
tance in persons whose education is interrupted, and the 
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occupational therapist•s part would depend partly upon 
whether there were special teache;t-s on the staf'f of' the 
hospital. This is an indication of how far the field of 
occupational therapy has progressed beyond the hooked rug 
and woven basket stage. 
still of one hundred twenty-two activities used 
(according to a surveyf, the five major activities are 
still weaving, eord knotting, leather work, woodworking, 
and art work. The question is whether or not administrations 
make only these facilities available and expect these 
activities to be done, or whether these are the activities 
therapists are best trained to use. The administrator has 
an important r0le in utilizing occupational therapy, and he 
must want the department and inte;rpret it to the rest of the 
staff if it is to be of optimum value. 
Occupational ther~py,especially in diversional types 
of activity, utilizes volunteers to a large extent. Red 
Cross recreational volunteers are often under the direction 
of this department, and free the therapists fo~ more special-
ized work. This aspect depends upon the location of the 
hospital, its accessibility to a large community and trans-
portation :t'aoilities, and the attitude of the administration 
toward volunteers. They should be screened, guided and used 
properly in order to obtain the maximum service for the 
patients and also give the volunteers the feeling of useful-
ness and achievement. SUch volunteers are often a valuable 
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lfnk between the hospital and the community at large in 
the public relations sense. 
The writer knows o:f' three mental hospitals where 
clinical pastoral training is closely tied up with the 
occupational therapy department through which channel 
the students make contact with the patients in both a 
service and a learning capacity. They are the Boston 
state, Bo.ston Psychopathic, and. Worcester state Hospitals 
in Massachusetts. Because o:f' its broad implications, it 
is use:ful :for the chaplain to be aware o:f' the role o:f' the 
occupational therapist in the total care o:f' his patient. 
5. The DietitiaJa. As an indication o:f' how the health 
team :may vary depending upon the individual needs of the 
patients, the work of the dietitian will be cited. Just as 
is the ease of tuberculosis, there would be frequent contact 
~ith the x-ray technician, so in the case of diabetes, the 
dietitian would be a significant therapist. The same would. 
hold true of :feeding and weight control problems. English, 
who is well-known in the :field of psychosomatic medicine, 
feels that a mo~ signi:f'icant place should be given to the 
· role o:f' the dietitian as a member ot the health team. In a 
recent artiele, he wrote, 
The social worker, the occupational therapist, 
and the nurse, as well as the nursets aid and 
the physiotherapist, have all done more usef'ul. 
work for the medical profession by: (a) addi-
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tional knowledge of the patient's problems; 
(b) closer contact with the physician in his 
plan for treatment of the patient; (e) addi-
tien.al knowlegge of h:mnan dynam.ia psychology; 
and (d) delegation to them of more responsi-
bility in the complicated task o~ obtaining 
and maintaining health for both individuals 
and large· groups. Certainly the educational 
background of the dietitian is such that she 
could assimilate and use information as adeptly 
as the above groups.ll 
This is usefnl and suggestive as to how members of the health 
team eould ideally be used more than they are. The problem 
is to be aware of and utilize the :resources that various 
therapists have to offer, and this must be reeognized espec-
ially by the doctor, who is the head of the team. and often 
so pre-oeoupied with his own role that he does not have time 
to be aware of the possibilities inherent in other roles. 
English goes on to suggest three practical services the diet-
itian could :render. 
. . 
(a) Gain information (a social and dietary historyf 
whieh would be valuable in treating the patient and 
which the physician rarely has time to eolleat •••• 
(b) Under the physician's directions. • ,enter into 
the therapeutic situation.and help to modify faulty 
attitudes •••• {el Give support to a dietary regimen 
which requires frequent contacts and the presence · 
of a feminine and/or maternal figure and supply a 
mueh-n.eeded interest in the patient's welfare. In 
eonvalescenee, for instanee, there is a tendency 
for all patients to regress to a varying degree to 
child.llike :feeling, and the "woman" who is interested 
in what the patient eats can have a great deal to do 
with peace-of-mind as well as the wili-to~get-well.l2 
11. English, Art. (1951), p. 724. 
12. Ibid.' p. 724. 
lll4 . \ 
These are illuminating suggestions showing the dyn~ie nature 
of' a role that is o:f'ten though of · ila the minimum stereotype 
as a combination cook and waitress. This discussion is not 
descriptive of what the role is in most hospitals, but what 
it could be at the optimum. 
At Simmons College, Boston, there is a lrogram. for 
training dietitians to work ~n hospitals, udder the depart-
ment of Home Economies. Dr. Elda Robb, who is the head or 
this department and professor in this field, kindly gave of 
her time to clarify for the writer the role of the dietitian 
in th~ hospital as she has seen it.l3 
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The role of the dietitian is as one of a temn, especially 
in the out-patient OJ:' :rood clinic. At the Boston Dispensary, 
both in the diabetic clinic and the weight control class, 
the dietitian plays an important part. Unfortunately the 
dietitian often means deprivation of food in reducing and 
special diets. She receives the hostility of the patient 
even if it is the doctor who prescribes the diet. Food 
means more to a person when he is sick; in the hospital, 
he looks forward to meals, especially if the food is good 
and the patient fairly well. If the patient realizes that 
food is an important f'a~tor in his recover~ e.g. in diabetes, 
then it is a positive relationship. · Sb.e may be more often 
13. :Personal interview with 'Dr. Elda Robb, November 1, 1951, 
at Simmons College, Boston. 
with the patient than the doctor. In the best hospitals, 
she has personal contact with the patients. 
But reality factors rometimes keep her away from the 
patients. Food is the second largest item in the hospital 
budget, so there is the management of mueh money, which 
takes a lot of time. And supervision or the kitchen has 
priority because whatever else is done, the food must be 
prepared three times a day, and on time. 
Nevertheless, personal contact with patients is what 
motivates many women to go into the field of hospital diet-
etics. Out or sixteen students i~ the institutional manage-
ment course in dietetics at Simmons, ten are planning on 
entering the hospital field. Men who enter food production 
work go into the competitive field commercially, while 
women go into hospital work. There seems to be an appeal 
in the "hospital" setting for women. It involves taking 
care of siek people and appeals to .the maternal instinct. 
Therefore, dietetics does not just mean food to these women, 
but food in the care of the patient. If this is missing, 
they leave the hospital field and often go into public 
health work wheJ:e they get more personal contact with people. 
Ideally she shou1d be part of the team working closely with 
the social work and psychiatric departments. But often the 
dietitian is not sensitive enough to psychiatric aspects of 
food problems, when the problem is more than just food. 
Some doctors have begun to train dietitians and have con-
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sequently utilized dietitians more. This is especially tnue 
when the hospital is affiliated with a medical school and is 
a teaching hospital. The full-fledged member o:t the .American 
Dietetic Association has had four years of college and one 
year in an approved internship. 
The role of the dietitian is illustrative of many other 
similar service departments, which can be v~ry meaningful to 
the patient d~pending upon his particular illness and need. 
Similar disoussions·coutd be made about the medical tech-
nitian, who would be a frequent visitor to the bedside of 
patients who were having many special tests involving blood 
c.. 
samples, etc. Other technJdians take cardiograms, enceph-
alograms, give insulin or electric shook treatments, all of 
which have various meanings to different patients ranging 
from, "I'm just anot~er ease going through the mill,n to 
ttThey' re doing all they can for me; I've been taking tests 
all week.'-' All of this discussion about the various roles 
of members of the health team indicates what a complex con-
cept the "health team" is varying from one hospital to 
another and surely from patient to patient. No one member 
should feel disappointed if he is not the key figure in the · 
care of one patient, because in another instance his contri-
bution may be the crucial service. 
To indicate that all this therapy does not take place 
in a social vacuum, it is necessary to suggest that there 
are many meaningful and significant persons who are 1n contact 
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with the patient sueh as visitors, relatives, janitors, 
ward aides, volunteers, as well as other patients in the 
same room or corridor. These persons ma~ have a benefieial 
or harmful effect upon the patient's progress. The hospital 
sometimes has less control over these persons than over the 
official therapists. 
It is in this rich prof~ssional and social interaction 
that the chaplain works and into which he must integrate 
his pastoral services and role if he is to be aeeepted as a 
member of the health team.. He needs to interpret his role 
to the administrator, doctor, nurse, and any other signifi-
cant persons in the hospital so that they may know how he 
can be used most effectively and what his relationship is 
to ~~hers on the staff. The chaplain does not function as 
an isolated worker with an individual patient. The admission 
clerk, doctor and nurse have very likely seen the patient 
before the chaplain has contact with him; and following the 
chaplain's call, there ma~ be treatments given in various 
departments, visits from relatives, conversation with fellow 
patients (sometimes in reference to the chaplain's visit), 
and repeated contacts with the nurse. The purpose of this 
chapter on the health team has been to suggest the complex 
pattem of inter-professional and interpersonal relations in 
which the chaplain fulfills his role in the care of' the 
patient. 
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CHAPTER FOUR 
TBE CHAPLAIN' S PERCEPTION OF HIS ROLE 
Aside from the standards of the various pro~essional 
associations to which the members of the health team belong, 
each worker has his personal perception and expectation of 
his or her role. Although each self-perception is somewhat 
unique, there are areas of agreement, a common core of role 
perception, certain obligations and privileges, which all 
those in a given professional role accept. For example, in 
spite of individual differences, ~ nurses expect to give 
' 
baths to bed patients and to be held responsible for the 
medicines they dispense in accordance with doctor's orders. 
1. Methods used to investigate this factor. In explar-
ing the role of the chaplain, it was considered advisable to 
go directly to the chaplains themselves by me~s of question-
naires and interviews to ascertain the chaplain's functional 
role. The reason for using both questionnaires and inter-
views was to combine the values of the extensive and inteR-
sive approaches. Questionnaires make it possible to reach 
a larger number in spite of distance and thus increase the 
representative nature of the sample. Interviews, however, 
usually assure a fuller response to each question. If the 
person is hesitant to answer or doesn't understand the 
question, it can be explained and restated and the res-
pondent encouraged to elaborate. Visiting the various 
hospitals, seeing the office, chapel, and other facilities 
as well as the relationships with other staff people, pro-
vided the physical and social setting in which to inter-
pret responses. 
1. The self-administered questionnaire. The schedule 
or questions is listed in the Appendix, They were stated in 
such a way as to provide general, introductory infor.mation; 
to discover the range of activities and functions the chap-
·lain fulfills; to ascertain the communi cat ion between him 
and others on the staff; to analyze the integration of the 
chaplain and his role into the health team; to seek to under-
stand motivation and other personal factors in the role of 
the chaplain. In order to allow fuller expression and to 
avoid artificial o~ non-existing categories~ the open-ended 
tYJ?e of question was used as mueh as possible. Thereby the 
author hoped to minimize his own ecclesiastical prejudices , 
and subjective expectations. From the findings of this 
study, more quantitative categories may be set u:p and more 
refined techniques employed in later studies. In many ways 
this study must be considered exploratory and suggestive, 
not conclusive or final. 
The sample o:t' chaplains was drawn from the membership 
of the Chaplains' section of the American Protestant Hospital 
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ABsociation. This group gives a Wide representation as 
~ar as types o~ hospitals, background and denomination 
o~ the chaplains, and geographic distribution are concerned. 
Fu~ther selection was needed, because someo~ the members of 
this association contributed to its support but were parish 
pastors or were not accredited by the accreditation committee. 
By going through the o~ficial ~iles of the American Protestant 
Hospital Association, it was found that 51 chaplains were ao-
tive and accredited by this group as of July, 1951. 
The first mailing of the questionnaires -.was on the 
6th of August, 1951. Out of 38 questionnaires, mailed to 
chaplains too distant to be interviewed, 15 returned the 
questionnaire completed; and 6 indic~ted by correspondence 
that they were not eligible because they mo longer held the 
position as chaplain; and one chaplain asked to be excused 
because in recent months six different questionnaires had 
been circulated throughout his hospital, so he could not 
co-operate; the remaining 16 did not answer. The second 
mailing, October 4th, utilized air mail with good results. 
A total of 21 chaplains completed and returned question-
naires and eo-operated in distributing questionnaires to 
others in the hospital (as will be described in the next 
chapter). In both mailings, individually typed, personal 
letters accompanied the questionnaires in an e~fort to 
receive a maximum return. {See Appendix for sample letters.} 
Self-addressed envelopes {air mail in the October mailing) 
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were enclosed with all questionnaires. stationery of the 
Robert Breck Brigham Hospital, Boston, Massachusetts, was 
used as the writer is chaplain there and it was hoped that 
the relationship of one-colleague-to-another might encourage 
co-operation. 
ii. Personal intervieW$. Interviewing provides fuller 
information and more thorough understanding of the dynamics 
of the chaplain's role and of him as a person. Therefore, 
the same schedule of questions was used in personal inter-
views so far as possible. The daua from both methods are 
similar enough to be combined for the purposes of this study 
{with the exception of the number of hours spent on various 
activities which will be discussed later). Interviews ranged 
from one-half hour for the least communicative to more than 
two hours for more productive ones. The average was between 
one and a half and two hours per interview. The writer had 
four preliminary interviews with clergymen, who are not 
included in the sample of this study, but who do some hos-
pital work, in order to familiarize himself with the tech~ 
nique and to be more at ease himself in the interviewing 
relationship. One problem in this method is that the inter-
viewer may gradually change or improve his technique and 
approach during the series, thus distorting the evident 
meaning of the questions. For this reason the interviewer 
followed the mimeographed questionnaire schedule and filled 
it in as he went along, adding additional material in the 
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margins or on the back o~ the sheets. By beginning with 
a few friendly preliminary remarks and asking for the help 
and experience of the chaplain, a good rapport was realized 
in almost every interview. 
The sample of chaplains interviewed was partly deter-
mined geographically, to take advantage of all who were 
available. But by taking two field trips, eighteen chap-
lains were interviewed in the following states: Maryland, 
Massachusetts, 1fichigan, New.York, North Carolina, Ohio, 
Pennsylvania, and Rhode Island. As in the case of the mail 
questionnaires, these chaplains work in general and mental 
hospitals; in hospitals o~ various sizes administered by 
the church or privately, b~ eity, state, and the Veteran's 
Administration. SUch a broad representatimn seemed advisable 
tor an introductory study of this nature. By both methods, 
a total of thirty-nine out of a possible forty-five chaplains 
were ;reached. 
2. Codification and analysis of the data. This type 
of interview and questionnaire requires different methods 
of analysis from that of the more objective type where the 
respondent is given a choiee of checking one out of a possible 
five mutually exclusive choices. The proces·s of analyzing 
such open-ended interviews o~ questionnaires is called 
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eoding.l First, all the responses. to a given question are 
listed on a work sheet, a check mark being made after any 
which are repeated. Fo~ example, in analyzing question 
v. 1. (Do you feel you are consid$red an integral member 
of the staff? ______ nlustrate by a typical example), 
the first part can be handled in three categories: yes, 
no, or ambivalent. In order to analyze the responses to 
the second part of this question {i.e. Illustrate by a 
typical example), which is open-ended, the following work 
sheet was constructed. Responses were listed as they 
appeared and cheek marks made after a response when it 
was repeated. 
1. Chaplain's opinion valued by doctors ///1/ 
2. He is provided with an office 1/ 
3.. His salary is paid by the hospital 
4.. staff is 1ta.vorable and .co-operates/ I I 
5. He is full-time I I I/ · 
6. Case histories are made available to chaplain I I I 
7• He is given no extraneous assignments 
8. staff makes referral to chaplain I I I I I 
9. Chaplain responsible to superintendent only II 
10. Because patients need counseling/// 
11. Respect for the clergy II 
12. Patients appreciate pastoral visits 
13. Co-operation from administrator in scheduling 
14. Chaplain is invited to staff meetings 1/ 
15. Chaplain is in actual contact with patients 1/ 
15. The close relation between emotional problems 
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and p~sieal illness·and welfare of patients //// 
17. Religion is as necessary in hospital as outside //1///1 
18. Chaplain makes specific contribution to patient · 
care 11/1/ · 
19. Etc., etc. 
1. nAn Introductory statement on Coding," a syllabus given 
to workers at the survey Research Center, University of 
Michigan, Oetobe~ 7, 1947·. 
When all the responses are studied, ~a the question asked: 
"On what basis does the chaplain determine whether or not 
he is an integral member of the staff; to what does he 
attribute status for his role?" the categories are to be 
found in the data themselves. For example, numbers 2,3,5, 
5, 7, 9, and 13 all represent administrative sanction. He 
is an integral member of the staff because the administration 
says he is. A second category arises from the attitude of 
other staff people or comparison with them, as in the case 
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of numbers 1, 4, 8, and 14. Another group of responses cluster 
around the idea of the therapeutic effectiveness and results 
of his work as chaplain, as in numbers 10, 12, 15, 15, 18. 
Another area dealt with is that of his clerical status, per 
se, as· a representative of religion as in numbers 11 and 17. 
When this has been done to all the responses of a given 
question, categories can be inductively established. 
The next step is to go through all the responses and 
check them off in the proper category. Tabulation sheets 
for this study are incl~ded in the Appendix. The individual 
chaplains are always listed in the same order in order to 
correlate various factors for the same chaplain. Thus an 
attempt is made to arrive at some quantitative measure of 
role perception on the part of the chaplains themselves. 
Nevertheless, the reader should be cautioned against placing 
undue stress upon the statistics presented as indicating 
exact quantitative meas~ement for two reasons. First, the 
categories are not always mutually exclusive, e.g. in the 
above question, V.l, the chaplain is free to list as m~y 
reasons for feeling he is considered an integral member of 
the staff as he wishes. Secondly, this is quite subjective 
material, i.e. the writer's interpretation of what the chap-
lain infers that hospital doctors think about his role. 
Often the relationship between data is more significant 
than the objective pewcentage ascribed to a certain factor. 
With these limitations in mind and to allow the data to 
speak for themselves so far as possible, the responses to 
the questions will be presented to describe the chaplain's 
perception of his role. 
3. Presentation of the data. As questions are dis-
cussed they will be referred to by the numbers that appear 
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on the chaplain's questionnaire. For purposes of presen-
tation, they are grouped under fi~e headings: i. Introduc-
tory infor.mation; ii. Activities ~d functions performed; 
iii. Communication between chaplain and others; iv. Inte-
gration of the chaplain's role into the health team; v. Moti-
vation ~d personal factors in the role of the chaplain. 
i. Introductory infommation. The chaplains in this 
study represent 10 Protestant denominatiqns. See Table 1 
for the number of chaplains representing each denomination 
in the sample. This wide variety of ecclesiastical back-
ground is useful in the study of the role of the chaplain 
to avoid merely getting the opinions unique to a denomina-
tion. It would seem that chaplains serving in non-ohurch-
rel.ated hospitals are not likely to be extremely denomina-
tionally minded or they would not relinquish their unique 
identity in exchange ~or the general heading o~ Protestant 
Chaplain. This in~or.mation is gathered ~rom Questipn I. 2. 
Table 1 
Denominational membership o~ the respondents 
Lutheran • • • • • • • • • • • • • • • 10 
Methodist • • • • • • • • . • . • • • .. 8 
Baptist • • • • • • • • • • . • • • • • 7 
Episcopal • . • • • • • • • • • • • • • 4 
Presbyterian • • . • • • • • • • • • • 4 
Congregational 
• • 
. • . • . • • • • • 2 
Evangelical Re~or.m.ed • • • • • • • • • 1 
Ohristiu Re~orm.ed • • • • • • • • • • 1 
Menonite. • • • • • • • • • • • • • • • 1 
United Evangelical Brethren . • • • • • 1 
Total • • • • 39 
A comparison o~ the number o~ years the respondents 
have spent in their present positions as chaplain With 
their age reveals that thirty out o~ the thirty-nine have 
held their positions ~ive years or'less, whereas thirty 
137 
out o~ the thirty-nine are thirty-seven years o~ age or 
over. There~ore it may be said that they are a relatively 
mature group, but have been in this position ~or a ~airly 
short period o~ time. Since eight chaplains have held 
their positions one year or less (and in many oases were 
initiating a chaplaincy program ~or the first time in 
their hospital), it.is to be expected that they would not. 
have a role as well integrated into the hospital or as 
~a.miliar to other members 0~ the sta~f as the twelve chap-
lains who had heen in the present chaplaincy ~rom five to 
ten years. The comparison of these two ~actors gleaned 
from questions I. l and 3 ·is shown graphically in Figure I. 
The significance of this time ~actor ~or the intensity 
of the role o~ the chaplain in the awareness o~ the institu-
tion varies with the tumn-over o~ the personnel. For example, 
in three years, the chaplain would be ·acquainted with all 
three classes o~ student nurses. Some medical internes may 
stay as little as two months; residents and fellows as much 
as ~rom three to five years. Regular sta~f doctors, head 
nurses, department heads, etc. have o~ten been associated 
with the hospital from ten to twenty years. To the latter, 
after three years the chaplain is still a new arrival on the 
scene; to the student nurses, he has been there as long as 
they can remember, whether it is three years or twenty. 
A comparison o~ results ~rom questions I. l and 4 
shows that whereas only six out of the thirty-nine chaplains 
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had been ordained for five years or less; twenty-six had 
been ordained ten or more years ago. Figure II illustrates 
this comparison. This group of chaplains have had a con-
siderable period of experience in the ministry in one for.m 
or another. Although this detail was not carried out statis-
tically by the mail questionnaires, the majority of those 
interviewed had had parish experience sometime before coming 
to this position as chaplain. Having fulfilled the role of 
parish pastor, it is likely that this role perception and 
role expectation carried over to smme extent to color his 
conception of the chaplaints role. Only two men had held 
their present position the same number of years as they had 
been ordained, one for four years and another for seven years. 
The influence· of previous ministerial experience upon 
the chaplain's perception of his present role is evident in 
the tendency to feel the need of setting up organizational 
patterns in the hospital similar to those of the parish 
situation. This is especially true of the mental hospital 
community which resembles a parish in the fact that for many 
of the patients the hospital is their permanent residence 
just as church members are usually permanent members of a 
community. A confusing difference from the multiple rela-
tionships of the hospital is the fact that in the_parish 
the pastor was usually a one-man staff related to everyone 
else in the role of parishioners. A frequent question raised 
was whether or not to consider the staff at the hospital 
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also as c~ients in the :parishioner.sense, e. g. in the 
:pastoral counseling or :personnel. At any rate, :previous 
:pastoral experience inrluences role :perce~tion. 
Just as in counseling and other interpersonal remations, 
it is significant to note how the chaplaincy relationship 
has been structured rrom the beginning. From question I.5, 
it was learned that thirteen chaplains had been appointed by 
the church; either directly by a bimha:p, thro~h a denomi-
national social service or welrare agency, or through a 
city or state-wide council_or churches. SOme chaplains 
a:p:pointea by the church or church agency serve more than 
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one hospital and/or limit themselves to their own denomination. 
Naturally this reduee·s the contact in two respects; rirst, by 
the fact that they are considered :part-time at the hospital, 
and secondly, interested only in :part of the hospital :popu-
lation. Most of the staff and many of the patients are 
disturbed by denominational emphasis because it is a threat 
to the group solidarity of the institution. 
The majority, or twenty-three, of the chaplains were 
appointed by the hospital in which they se~e as chaplains. 
This administrative contact and relationship shows that the 
hospital is not merely allowing the chaplain to work but is 
assuming responsibility and initiative in this field. Admin-
istrative appointment by the hospital implies rights and 
:privileges for the chaplain to facilitate his work and also 
responsibility in ter.ms of reports and accountability. When 
he is appointed by the hospital he also has access to the 
establishe~ channels of communication between departments. 
Three chaplains stated they were appointed by a council 
of churches and also by the hospital. This has important 
advantages. The chaplain has the opportunity of approaching 
the administration like any other appointed staff member to 
ask for help in facilitating the work of his department. At 
the same tillle he has the important contact with local clergy 
and churches from whom volunteer workers and other aids can 
be drawn. It also increases the status of the chaplain to 
be accredited by a Council of Churches with a broad repre-
sentation, because they are better qualified to determine 
whether or not the candidate is a bona fide clergyman in 
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good standing and trained in this specialty, than the admin-
istrator or board of directors, who are often medical men. 
Likewise the .American Medical Association or its.association 
on the state level is better qualified to accredit the doctor 
than the council of churches. The role of the chaplain is 
doubly strengthened if he is appointed, or at least officially 
approved, by both the hospital and some group representative 
of the Protestant churches. 
Out of the thirty-nine chaplains, thirty-six of them 
were on a salary basis. The remaining three were serving as 
chaplain voluntarily, drawing all their salary from other 
sources such as a parish or teaching. It is illlportant for 
the. perception of the role of the chaplain both by himself 
and by others that his administrative status (whether he is 
paid, full-time, paid part-time, or volunteer worker) should 
be interpreted or tacitly understood to all concerned. It 
is difficult for laymen to conceive of a pastor without a 
ehureh or a pastor's salary without an offering at the Sunday 
serliee. 
Question number I.? shows that there is a higher pro-
portion of mutual (both hospital and ehureh) payment of 
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salary than there is of mutual appointment. In the ease of 
eight chaplains both hospital and church contributed to the 
salary. The hospital paid all the salary in twenty instances; 
and the church paid the salary for eleven chaplains. Naturally 
the source of the salary carries more weight in many cases than 
the formal statement of appointment, which may not seem to 
-· 
obligate the institution nor be as much of a commitment as 
several thousand dollars in the budget. Especially in these 
«ays when many hospitals run at a large deficit, it is very 
significant that some of them feel so strong a need for a 
chaplaincy that they take on a sizeable addition to their bud-
get. In a church-related hospital, however, creating a chap-
laincy program :m.ay increase the income :f'rom supporting churches. 
One hospital was receiving app~oximately $50,000 annually at 
a special offering in the churches of its denominational con-
stituency. Five years after creating a chaplaincy service 
including seven people and costing $20,000 annually, the 
o:f'ferings in the churches brought in $150,000 annually. In 
a sense the chaplaincy program paid for itself through good 
public relations. 
It is ~portant how salary and budget are interpreted 
and understood by all concerned because they symbolize commit-
ment and obligation, responsibility and privilege. There is 
a possible temptation for any group providing the salary to 
utilize the chaplain in_ a public relations way to further its 
program, increase its income and defray in part the salary. 
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It is best to have this relationship clear at the beginning. 
After thus becoming familiar with the background and 
official positions of the chaplains of this study and having 
in mind this preliminary information, it is necessary to turn 
to the specific areas in which the chaplains function. 
ii. The functions and activities of the chaplain1 s role. 
~he most obvious place to begin describing a role is to list 
the actual activities engaged in and the relative time allotted 
to each. Disregarding for the time being what the chaplain 
may feel he ought to do, what he could do with more facilities, 
or would do if he were allowed to with better eo-operation, 
the object of question II. 1 is to determine how the chap-
lains spent their time during an average week. Since some 
activities occurred twice a year or quarterly, same items 
listed were not given specific amounts of time, but are listed 
in the tab~ation sheet, figure XIX under the suitable heading 
and marked merely by an "X. n For example, clinical training 
was listed by twelve chaplains, but only one stated that it 
occupied a specified time during an average week. Evidently 
such activity was not a consistent, year-round function, bu~ 
was given during one period of the year. In regard to giv~· 
ing lectures outside the hospital, ten chaplains out of the 
thirty-one lisiing this activity were unable to ~ecify a 
regular amount of time each week and merely made a cheek 
.mark. Three spaces were left blank under the heading of 
nother« in order to allow for special activities not suggested 
by the writer of the questionnaire. One category was added 
f'rom this group: "consultation with other than in-patie!Jts 
and personnel.n This included out-patients, relatives, pas-
tors of' patients, and pastors seeking help in how to counsel 
with speeial.difficult cases. 
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Considerable difference appeared in the responses to the 
first activity (A. Visits to patients) between the chaplains 
interviewed and those returning mail questionnaires. The 
average for the twenty replying by mail stated they spent an 
average of' 24.2 hours per week in visits to patients, whereas 
the average f'or the seventeen interviewed who listed a specif'ic 
:number of hours was 18.2 hours :per week. On all o~her activ-
ities, the variance f'rom the average of the total group did 
not exceed.8 hour per week, twice in f'avor of the mail ques-
tionnaires and twice in favor of' the interviewed group. 
Perhaps in the interview setting, the chaplain thought in 
more detail of the variety of' activities which he performed, 
while those f'illing out questionnaires impulsively over-
estimated the :pro:portion··.;that should be allotted to the first 
item on the list. Many chaplains remarked it had not occurred 
to them to break down their time schedUle in this way. Many 
did not make systematic regular reports to the administrator, 
and therefore were not required to analyze their role in a 
quantitative manner. 
Visits to :patients consumed more than twice as much 
time, twenty-one and five-tenths hours :per week, as the 
next item, which was administration. Administrative details 
require an average of eight and two-tenths hours :per week. 
This item would vary depending u:pon whether or not the chap-
lain has an office secretary. A full-time secretary helps 
make him more available and eliminates much routine :paper 
work. Only fourteen chaplains listed a specific time allotted 
to discussion groups. There were twenty-four who devoted an 
average of five hours :per week counseling with personnel. 
This shows that the role of the chaplain goes beyond the care 
of the :patient and includes other staff as clients. A doctor 
or nurse may feel more free to go to the chaplain with a 
marital problem than to share it with a fellow woctor, :psy-
chiatrist, or soeial worker. For a detailed breakdown of 
the activities perfor.med, the average number of hours :per 
week, and the number of chaplains stating amount of time, 
see Table 2, on the next :page. 
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Table 2 
Time Devoted to the Following Services by Chaplains 
.Average no. No • of 
Activity or function of hours cha.:plains 
J2er week statigg hrs. 
A. Visits to patients •••••••••• 21.5 37 
B. Worship services •••••••••••• 5.0 29 
c. Counseling personnel ••.••••• 5.0 24 
D. Discussion groups ••••••••••• 1.9 14 
E. Administrative work •• · ••••••• 8.2 28 
F. Lectures in hospital ••••••••• 2.5 20 
G. Lectures outside hospital ••• 3.5 21 
R. Consultations with other than 
in-:patients and :personnel ••• 5.6 10 
I. Clinical training •••.••••••• s.o 1 
tr. Other •• ..•.. , ...•........•.. 7.3 7 
The chaplains did not utilize the latter part of question 
II. ~. (see questionnaire in A:p:pendix) where they were asked 
to rate the relative significance of the activities they 
had listed, on a scale from 1 to 4 (with 1 indicating most 
significant, and 4 least significant). Either these cate-
gories were not clear to them, or they could not decide 
between the various activities. This factor was a:p:proached 
in a little different way in the next question. 
In question II. 2. chaplains were asked to list which 
activities they would like to s:pend more time on in order 
of importance. Fifty-one per cent or them indicated Ras-
toral calls, individual contact with patients, as being 
most important with fifteen per cent listing counseling. 
Fifteen per cent mentioned,activities relating to the 
chaplaincy as a profession, -i.e. clinical training, more 
reading in the pastoral field, research in pastoral psy-
chology, and writing. Gombining :first, second, and third 
! 
choices, contacts with personnel was the third most fre-
quently men~~oned activity, forty-eight per cent indicating 
a desire for activities in this area. Qounseling in various 
forms is the second most frequently mentioned activity, 
-· 
listed by fifty-four per cent or the chaplains. Combining 
pastoral calls and equnseling, it appears the chaplains 
e.njoy and would like to increase th~ir work with individuals 
in the race to face relationship. Whereas pastoral calling 
is what they spend most time on, it is also what they would 
llke to spend more time on. See Figure III for the compar-
ative graph of these factors. 
A third way to approach the activities and functions of 
the chaplain's role is to ask the chaplain what type of 
service is most frequently requested of him. Although the 
question was asked so as to obtain first, second, and third 
most frequent types of service, these distinctions do not 
appear significant~ While interviewing the men, it seemed 
evident that they were not really listing these in order 
of frequency but rather as they happened to come to their 
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mind·s. But if the reader wishes to see these f'aetors broken 
down in this ·order, they are so listed in the tabulation sheet, 
Figure XX: in the Appendix. 
Nmne categories, or types of service with distinetive 
meanings presented themselves from these data. Pastoral 
ealls were referred to by f'orty-fou:r per cent of the chaplains; 
by this was usually meant a casual suggestion to stop in and 
visit a patient (such as a nurse saying, "I think Mrs. 
would appreciate your seeing her sometime."). Another type 
of' service, :referred to by sixty-seven per cent of the 
chaplains, was help requested in handling some specific prob-
lem, often expected to result in a series of counseling 
sessions. This type of' ref'erral signifies to the chaplains 
that they are actually aecepted on the health team. Another 
item mentioned by fifty-one per cent of' the chaplains was 
the supportive type of' role, "to bolster the patientts morale« 
or tteheer up" patients. Chaplains listed such requests as 
distinct from counseling. Twenty-eight per cent of' the chap-
lains said they were f'requently requested to give aid to a 
patient in time of' crisis such as surgery, approaching death, 
or sudden upset. Grief work with relatives and marital prob-
lems involving relatives were listed by fifteen per cent of' 
the ehaplains. Only t.en per cent of the chaplains felt that 
requests were made to interpret religion or help in working 
out specific :religious conflicts and problems. Thirty-one 
per cent of the respondents stated that specified religious 
acts. were· requested sueh as Communion, prayer, the reading 
of Scripture. These were different from routine pastoral 
calls in which the patients or the ones referring to the 
chaplain did not mention any specific religious act they 
wished perfor.med. Only five per cent of the chaplains 
stated that worship serVices were requested. This is inter-
esting in comparing it with the forty-six per cent of the 
chaplains who feel worship services are the unique (or one 
of their;unique) contribution. Twenty per cent listed other 
isolated types of service that did not lend themselves to 
classification. 
The above data are. presented in graphic f.or.m in com-
parison with the opinions and experiences of doctors, nurses 
and patients in the next chapter. See Figure X for details 
and comparison. 
In question II. 3. the chaplain was first asked to 
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state what aspects of his work are unique, i.e. could be 
perfor.med only by the ehaplain. In other words, what functions 
does he fulfill that are unique to ~is role? It is necessary 
to be specific and narrow the focus of attention upon this 
one role and screen out functions held in common with a dozen 
other members of the staff. Seventy-seven per cent of the 
chaplains said that pastoral calls were unique. By this 
they meant that a visit from anyone else does not have the 
same meaning to the patient as his visit. ·Even though the 
content of the visit may seem to be the same as that of some-
one else, the faet that the pastor had ealled made that 
visit unique. Twenty-three per eent mentioned that only 
the chaplain had the distinct function of representing the 
church or religion. This symbolic role is also what many 
of the men meant by the uniqueness of the pastoral call. 
Religious counseling, or counseling from a religious point 
of view was listed as a unique aspect of their work by forty-
nine per cent of the group. .Although the moralistic element 
may prejudice some patients against the chaplain, it was 
felt by many that "what the ehaplain stands fortt has some-
• . 0 thing to do with why a patient will ehose the chaplain as 
" his counselor in preference to other workers. Less emphasis 
was put on the Slpportive role as it was felt others eould do 
that as well. Only fifteen per eent listed support as being 
unique with the chaplain. Worship services were listed by 
forty-six per cent of these ehaplains as being a unique func-
tion of the chaplaint s role, yet, as stated above, only five 
per cent believed from their experience that this serviee 
was often requested. Ten per cent of the chaplains made 
statements that centered around the fact of ordination --
that only oraained men were set apart for certain duties 
the chaplain performed. Among these the sacraments of Bap-
tism and Communion were mentioned by eighteen per eent of 
the chaplains as being limited to their role. Group activ-
ities were noted by ten per cent, and the reason for calling 
this unique was much the same as for the pastoral calls. As 
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one ehaplain put it, if an authoritative figure leads a dis-
cussion group in an understanding and permissive manner, it 
has more impact than if an admittedly permissive figure does 
the same thing. Work with relatives of patients, especially 
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in bereavement, also has this symbolic aspect; the chaplain 
fills in where the minister at home would have stood by the 
family. He conveys to them the comfort and strength of the 
church and religion and evokes all the associations of reli-
gious experience and teaching which they have had in the past. 
Howe~er, the three most prominent aspects or the chaplain's 
distinctive work are the pastoral calls, the strictly religious 
type of counseling, and worship services. 
The second part of question II. 3. was discovered to 
have little or no value as it overlapped with the first. There 
seemed to be no clear perception of any difference between 
what could be done only by the chaplain and what could be 
done best by the chaplain. 
The third part of question II. 3. is merely the negative 
part of the first part: what aspeots of the chaplain's work 
could be performed equally well by someone else on the staff? 
The chaplains felt most strongly about the administrative 
office work; forty per cent felt this could be delegated to 
someone else, namely, the secretary. ~uite a few, twenty per 
eent, felt that nothing of what they did could be done by any-
one else. This shows a very crlearly defined, intense attitude 
toward their own role; viewing their work as a unique oontri-
bution to the hospital. Seventeen per cent mentioned social 
service functions and the same proportion described the more· 
social aspectw of their pastoral calls as a "friendly visit." 
They felt these could be done by volunteer workers covering 
the large number of patients who were under no extreme stress 
and were merely passing a short period of time in the hos-
pital for a routine treatment. The chaplain's time could 
thereby be conserved for more urgent cases and for needs 
drawing upon his unique functions as mentioned above under 
those aspects of his work which he felt could be performed 
onl~ by the chaplain. 
To get at the chaplain's ideal role, the functions he 
feels he ought to perform or try to fulfill, he was asked 
in question VI. 2. to state his aim in his ministry to the 
patients. Two main aims seem to typify the goals the chap-
lains are striving toward: First, and most obvious, is 
religious nurture. By this is meant helping to establish or 
restore faith in God and deepen the patient's relationship 
with God; to encourage the patient in his faith and strengthen 
him spiritually by the resources available to the chaplain. 
This does not mean any form of proselyting from one church 
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to another. The chaplains try to adapt their ministry to the 
individual's needs in the context of their religious tradi-
tions, and in general to demonstrate through their own interest 
in the patient the fact that God cares for them. One men-
tioned that the chaplain should try to make a spiritual 
diagnosis of the patient's needs in that area much as the 
doctor makes a diagnosis to assist in treatment. Many chap-
lains felt they had a contribution to make to patients 
suffering from psychosomatic disorders and considered them-
selves close partners·and allies of the doctors in such 
cases. The chaplain's primary aim is spiritual growth through 
religious nurture. 
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The second aim is to hel:p the patient make an adequate 
adjustment both on the personal and social lev~£s. To strength-
en character and support wholesome personality integration is 
part of the chaplain's responsibility. Be tries to help the 
patient marshal his resources and establish a normal balance 
between his drives and needs in reference to socially and 
morally acceptable means of satisfying those needs. Because 
the chaplain stands at this crucial point where the individual's 
needs and social requirements meet, he can contribute to the 
patien~s attempt to integrate himself and redefine his rela-
tionships to his social and pJtysieal environment. For example, 
in the ease of mental patients, the chaplain can be a bridge 
to the community by referral to local churches and clergy, 
in helping to get the patient accepted and in helping the 
patient prepare for the new adjustment as he leaves the hos-
pital. In cases of heart disease and amputations, the chap-
lains feel they can be useful in aiding the patient to adjust 
to the reality situation he must face in the future upon his 
discharge. Personal ~d social adjustment represent the 
second aim o~ the chaplains. 
But do the chaplains 'feel they are accomplishing their 
aims? Besponses to question VI. 3. showed that forty-nine 
per cent of them answered yes; seven per cent answered no; 
and eighteen per cent answered that they did not know or 
showed they were ambivalent in their opinion. One complained 
.that this 'factor was "not objectively measureable yet, tt 
thus indicating that he hoped some technique could be 
devised to guide the chaplain in evaluation of his work. 
Another said·, nHow would I kn~w? There• s no way or telling. tt 
Se:feral doctors sympathized with. the chaplains in this 
respect an~ said that they themselves would be very 'frus-
trated i'f they did not have fairly tangible measures or 
the patientts progress, and whether or not therapeutic 
measures were shown to be de'finitely helpful. Yet the indi-
cation is hazarded that the chaplains have quicker feed-back 
on their work and more sense o'f accomplisbment than the 
average parish minister. The st~'f looked with more 'favor 
on his work; eighty-two per cent of the doctors and eighty-
seven per cent o'f the nurses gave the opinion that the 
chaplain was accomplishing his aim, according to their con-
cept o'f his aim. 
A summary of the chaplains' functions and activities 
shows that they actually spend most or their time (almost 
half) in direct visits to patients. After this they give 
most time to administrative work. They wouJ.d like, above 
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all, to spend more time in calls on patients, they would do 
more counseling, and thirdly they would like to be in closer 
contact with the hospital personnel. Chaplains reel that 
counseling, and the closely allied functions of supportive 
pastoral care are the re·quests most frequently rererred to 
them. They also feel that,pa$toral calls, religious coun-
seling and worship r·aervices are their most distinctive o.r 
unique contributions to the eare of the patient. When they 
viewed their role rrom the·nor.mative or ideal standpoint, 
they stated their aim in ter.ms of helping the patient in 
religious nurture to attain ~iritual growth, to achieve 
an increasingly wholesome personality integration and social 
adjustment to their various environments. This is the func-
tional role of the chaplain as perceived by himself from 
various perspectives. 
iii. Communication between chaplain and others. In 
any group there can be both positive and negative commun-
ication. Members of a group such as the health team of a 
hospital communicate in both formal and informal ways in 
order to share professional opinions and request each other's 
services in accomplishing the group goal, namely! to care 
· tor, and if possible, cure the patient. Referral in such 
a group tells much about the role of each member of the 
group. Who seeks out whom, and for what reason? When one 
member of a group seeks out another, it is usually beoaBse 
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he has certain expectations o~ what the other can do either 
in terms o~ the group goal or in terms o~ personal need 
reduction. In hospitals this is called re~erral when done 
in a formal manner. It may be on an informal, oral basis 
or by means of elaborate requisition blanks and inter-depart-
mental mail. 
First, let us ask, trW'h.o requests the chaplain's service 
most ~requently?" In answer to question III. 1., the chap-
lains replied patients most frequently made the request. 
Fifty-seven per cent of the chaplains named patients as the 
most frequent source of requests; thirty-three percent 
mentioned relatives as the most frequent source, and twenty-
five per cent stated nurse'S' were the most f'requent source. 
Combining the three classifications of frequency (most fre-
quent, next most frequent, and third most frequent), seventy-
one per cent of' the chaplains listed nurses as the group 
from whom the most referrals came~ Sixty-eight per cent 
mentioned patients, and fifty-seven per cent listed doctors. 
Relatives frequently make referral as well as clergymen, 
supposedly from the patients' home churches. Twenty-eight 
per cent of the chaplains mentioned other personael besides 
nurses and doctors as sources of requests for service. This 
seems to indicate that the sample chosen for study, namely: 
chaplains, doctors, nurses, and patients are a natural group 
in close communication and therefore best quali:f'ied to th!Uow 
light on the role of the chaplain. If the group of relatives 
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maRing referrals could have been accessible for interview 
or questionnaire, it might have been useful for this study. 
This could be done in a study of chaplaincy limited to 
intensive research in one hospital. The reason for the rela-
tively small number of referrals from other personnel may 
be because some of the hospitals are small and do not have 
intensive social service, occupational therapy, and other 
types of service. But naturally; every. hospital has patients, 
doctors, and nurses. The fact that so many patients make 
requests themselves would tend to reduce the need for doctors 
and nurses to make referral. Nurses of'ten mentioned the fact 
that because the cha~lain made routine v~sits on the wards, 
he was f~~quently as aware of the needs of patients as the 
nurse. The chaplain may also structure referral by letting 
staf'f know if, and. how, he would like to be called. One 
chaplain in a mental hospital gives each member of the staf'f 
a full S1eet describing fourteen conditions upon which he 
feels referral would be helpful. Introductory letters are 
of'ten sent to patients, which may account f'or the large 
number of patients requesting him. For a detailed analysis 
of' the question, "Who requests service (of the chaplain) 
most frequently?H, Eee Figure IV; 
.. 
Answers to questions III. 4. and 5. indicate that the 
chaplains are nearly twice as well· satisfied with the number 
~..s_ 
of referrals from nurses~~~hose received from doctors • 
.. 
When aske-d <If there was as much referral as they liked, only 
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twelve answered yes as far as dontors were concerned, but 
twenty-two said yes as rar as nurses went. On the other 
hand, twenty-one said no as rar as doctors were concerned, 
and only rourteen said no as far as nurses went. Some replies 
are listed as nothern because they did not apply directly 
to the ·question or were not clear. Even a rull-time chaplain 
is likely to have more contact with the nurses because they 
are on the wards for an eight-hour day while the doctors make 
rounds ana then leave, perhaps ror their orrice or operating 
room where they are rairly inaccessible. Most chaplains make 
it a point of checking with the nurses when they come onto a 
ward for inror.mation about patients. At any rate, chaplains 
would like more contact with the doctors than they now have, 
and to a lesser degree the same holds true ror rererral rrom 
nurses. 
In asking the chaplains in what way they felt they should 
be consulted by other members of the starr (question III. 3), 
an attempt was made to get at the meaning of referral to the 
chaplain. Was he desiring this communication on the level of 
group maintenance, i.e. in order to have closer contact with 
other members of the health team? Or was he desiring consul-
tation directly related to the goal or the health team, i.e. 
therapy of the patient. Admittedly these two meanings could 
be present in the chaplain's desire simultaneously; they are 
not mutually e~clusive; yet it seemed that responses were 
about evenly distributed between these two. Seventeen chap-
162 
lains responded in such a way that it appeared they were 
anxious to be included in the group and communication had 
this meaning to them. Sixteen gave responses that were 
directly pertaining to therapy of' the patient and the chap-
lains specific contribution to the care of' the patient. 
Although this is a subjective evaluation, it seemed that 
both of' these meanings were present in the minds of the 
chaplains in regard to communications between himself and 
and others on the staff. 
In the chaplain's questionnaire, Section VII is entit-
led "Communication. n _ (See Figure XXI in .Ai'~endi:x: for detailed 
tabulation sheet) Whether or not the chaplain is invited to 
staff' meetings is an indication of how well he is accepted 
and whether his role brings him in close communication with 
the rest of the staff. Twenty-eight of the chaplains are 
invited to staff meetings, and ten are not. Most of those 
not invited are not full-time or have other duties which may 
not per.mit them to attend regularly. However, several full-
time men· are not invited, and feel that they should be. Out 
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of thirty-two chaplains giving the frequency with which they 
attend staff meetings, fifteen attend once a week; six attend 
once a month; eight attend irregularly; and three never attend. 
Presumably those not answering this question are among those 
not inv~ted to attend staff meetings. Of those answering 
as to the frequency of staff attendance, eighteen felt it 
was often enough, twelve felt it was not often enough, 
and two gave replies that did not pertain to the question. 
There seems to be a sizeable number who desire closer con-
tact with the staff to have more effective channels of com-
munication and thus to facilitate their role in the health 
team. 
A counterpart to the chaplain~s receiving referrals is 
whether he himself makes referrals to doctors and nurses. 
Thirty-two of the thirt~-seven chaplains answering this 
question stated they did make referrals to doctors, and that 
these were always received"graciously," "sharing," «welcome 
it, u "accept them, n etc. However there were some interesting 
comments that indicated that these referrals might be accepted 
conditionally. One chaplain sal~ they; "should be cautiously 
selected and diplomatically refe~ed." Another indicated 
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the advisability of ttnot usling medical terms." The. chaplain 
must earn the right to make referrals and comments to doctors 
about patients. Doctors and nurses have a different, inherent, 
kind of right to make referrals to each other because they are 
all medical personnel. The chaplain cannot assume there is 
a wide, strong bridge which he can cross over anytime into 
the doctor's field. The cautious chaplains keem to have 
better success in having their referrals and inter-professional 
suggestions taken seriously. 
Although the chaplains seem to have more contact with 
nurses than with doctors, there were ten out of the thirty-
eight ehapla.ins who said they did not make suggestions or 
comments to nurses about patients and twenty-seven who said 
they did. However, this question, V%I. 6, was worded poorly 
as some chaplains pointed out. They objected to the word 
"suggestions," which seemed to imply criticism or nursing 
care, there~ore this question does not get at the same ~ac­
tor with nurses as it does in the case o~ "re~erra1" to 
doctors. Yet, re~erral, was also ~elt to be an inadequate 
ter.m ~or nurses, whose patients were already under their 
care according.to the orders and prescriptions of the doctors. 
An interesting distinction was noted between the doctorst 
and nurses' being navailable" in question VII. 7 and making 
"referral" as in questions. III. 4 and 5. Whereas doctors do 
not make as many re~errals as chaplains would like, these 
chaplains (twenty-three out o~ thirty-eight) ~elt that the 
doctors are .as available ~or discussion as the chaplains 
would like. In the case o~ nurses, there seemed to be also 
more availability ~or discussion than ~or re~erral. Thirty-
two out of the thirty-eight chaplains stated there was as 
much availability ~or discussion with nurses as they WO~d 
like. Only four replied in the negative. 
Thus far, we ·have dealt with positive communication. 
It seemed advisable to try to ~erret out negative ~actors 
also in the communication between the chaplain and others 
on the staf~. Therefore, under IV. 1> 2, and 3, the ques-
tionnaire (and interview) was designed to ascertain "Resis-
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tance from other members of the staff." These questions 
indicated either that there is not a great deal of hostility 
toward the chaplain, that the chaplain is not aware of::..·it 
when it exists, or that other staff hesitate to show and 
express hostility toward the chaplain because of his cler-
ical status or for some other reason. Another difficulty 
is involved in interpreting what is and what is not an expres-
sion of hostility or resistance. 
The following categories seemed to emerge from the 
responses reee~ved •. These are recorded in the tabulati.on 
sheet in the Appendix entitled Figure XIX. (A.) Direct 
. ' 
hostility, personal resentments or conflicts against the 
chaplain usually of a:~:personal nature rather than emphasizing 
his role. These are negative· fe·elings expressed openly, as 
a clash of personalities. (B.) Hospital routine, incon-
veniences of administrative detail or lack of co~o:peration 
because of the press of other duties. These forms of resist-
ance are inherent in the nature of the institution and often 
spoken of in the vernacumar as "red tape." This is usually 
not deliberate or active, but routine hindrances such as 
:patients' receiving treatment er otherwise being unavailable 
when it would be most convenient for the chaplain to see them. 
(C.) The Chaplain's role is sometimes unclear to other 
staff people so that they do not know what to expect of him, 
how he is to function, or when to refer to him. (D.) Indif-
terence is another tor.m of passive resistance. Sometimes 
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this exists in terms of indifference to the value of religion 
in life in general whether inside or outside of the hospital. 
One chaplain ru mmed up this attitude, "Some doctors feel that 
the chaplain may not help the patients, but he may not hurt 
them either .. " Or, nit doesn't make any difference to me one 
way or the other." (E.) Other tendencies were occasionally 
mentioned but not often enough to merit a category; they are 
grouped as miscellaneous. (F.) No resistance was indicated 
in the largest group of responses, and was most often summed 
up as, '"nonett or "none that I know of." Responses were also 
grouped under this heading when only a positive response was 
given, i.e. vrhatever else a response indicated, as long as 
it clearly stated there was no resistance from the other 
members of the staff to the work of the chaplain. 
Figure V. shows this information in graphic form. That 
these items do not total one hundred per cent is obviously 
because these are not mutually exclusive categories, and 
the chaplain was allowed freedom to list as many as he wished 
16? 
in this open-ended type of questionnaire. Whereas the direct 
hostility is mostly personal in nature, and accounts for the 
largest percentage, forty-two per cent; it seems that hospital 
routine, thirty-three per cent; chaplain's role unclear, thirty-
five per cent; and indifference, twenty-seven per cent could 
all three be greatly modified by the chaplaints taking the 
initiative to interpret his role to other members of the 
health team. 
16ft 
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There is need for further reseaach on this question of 
resistance and hostility not only in the case of the chap-
lain but against clergymen, per se. No doubt the usual 
stereotype of the authoritarian figure of the clergyman, 
who stands for rigid forms of intolerance and self-right-
eousness, is often a symbol of in~ibition and frustration. 
And frustration tends to create aggression and hostility 
toward_ anyone who is iqentified with the frustration, or 
in fact a substitute who is a symbol of parental authori-
tarian persons; Perhaps the chaplain is the recipient of 
much hostility unconsciously meant for the administrator 
or other authoritative figures in the institution anch as 
head nurses or department heads. More accurate research 
is needed to discover the meaning and sources of negative 
communication. 
This section has dealt with communication between the 
chaplain and others in the hospital with whom he is directly 
associated. Such communication has given some indication of 
who relates to the chaplain, under what conditions, and what 
is expected to come out from such contacts. Questions of 
referral, availability, and response of doctors and nurses 
were considered. The meaning of the communications to the 
chaplain in the perception of his role ds part of this 
complex network of communications. And finally the area of 
negative relationships was discussed, recognizing the dif-
ficulty in eliciting this factor in an objective manner. 
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iv. Integration of the chaplain's role into the health 
team. Under Section V. of the questionnaire, the chaplains 
had opportunity to express their conception of the.~struetu.re 
of the health team and their relation to it. Do these chap-
lains consider themselves an integral part of the staff; a 
vital :part of a dynamic group? ~uestion V. 1. disclosed the 
fact that sixty-eight per cent of the chaplains felt them-
selves.to be considered integral members of the staff; six-
teen :per cent answered no; and sixteen per cent were ambi-
valent or stated they were uncertain at this point. The 
question goes on to ask for illustrations and typical exam-
ples. The purpose in asking these questions was to discover 
how chaplains perceived their i~tegration into the health 
team. To what did they attribute their status in the insti-
tution? By what criteria did they judge whether or not they 
were on the health team, and to what extent? 
After analyzing all the responses of chaplains, doctors, 
nurses, and patients, it appeared that status on the st~ff 
for the chaplain was judged on the basis of the following 
four factors: (A.) Administration; symbols of administrative 
sanction, authority, or responsibility such as off'ice space, 
use of official channels of communication, prerogatives, 
status as head of a department, accessto the director, 
modes of r~porting, etc. (E.) Other staff; the opinion or 
attitude of other staff members, approval of doctors and 
nurses, aeknowlegged with other staff members who are obvious-
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ly on the team, such as doctors, or being considered a 
pro~essional equal of other staff members in any way. 
(c.) Therapy; the direct resUlt of the chaplain's work 
with patients showing ~herapeutic significance, evident 
contribution to the eare of the patient, tangible evidence 
of professional competence in counseling. (D.) Clergy; 
factors pertaining to the clergy, per se, as representing 
the church, religion, aspects of role perception re&ated 
to the role of the "clergyman" whether in the hospital 
setting or in the community-at-large. 
Chaplains considered themselves to be integral members 
of the staff in the following ways; Administration - twenty-
five per cent; Other staff- forty-two per cent; Therapy-
thirty-nine per~cent; Clergy- eight per cent. This tends 
to indicate that chaplains lean heavily upon the opinions 
and esteem of other statf members who have a secure status 
and whose role is clearly defined. This would natural.ly 
be expected if the role of the chaplain is to attain inter-
dependent integration with the health team. Almost an 
equal percentage of chaplains relied upon their actual 
work with patients as a criterion for their integration into 
the staff. This is a sign o~ greater security, i.e. to 
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depend upon one's own merit and inherent usefulness and 
e~feetiveness. This might be re~erred to as earned integrati0n. 
Administration could be. considered attributed integration; it 
is given by ~iat {although in ED me cases it may have beelll. 
earned or bargained for). Status due to merely being a 
clergyman was not listed by many chaplains and may be 
considered professional integration, i.e. regardless of 
the local situation or particular group, the role has a 
status accepted in its own right rega~dless of the pur-
pose or goal of the various groups concerned. 
In analyzing qu~stions V. 2, 3, 4, and 6, it seemed 
necessary to add two other dimensions to the four categories 
used for question V. 1. Therefore, when the chaplain was 
asked in what ways he desired to be more closely related to 
other members of the staff, or how relations with doctors 
and nurses could be improved, the responses were simultan-
eously coded in two other ways: (1) as to whether or not 
this action should be initiated by the chaplain, by the 
staff or mutually in a co-operative effar t; and ( 2) as to 
whether this action was suggested on the individual, or 
group level. 
Initiated-by-the-chaplain means that he seeks out the 
administrator, tries to attend staff meetings more often or 
seeks discussion with doctors more frequently, enters more 
actively into therapy, and intensive coUnseling, or initiates 
religious activities and otherwise emphasizes his role as a 
representative of religion or the church. To indicate that 
the staff was initiating integration of the chaplain into 
the health team, the administrator was expected.to seek out 
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the ahaplain ~or adviee or reports; other stafX members 
would 1J/al.aome him to staff meetings, include him in the 
therapy program, or acknowledge the value of religion in 
the care of the patient. Some responses seemed to place 
the burden of responsibility equally on chaplain and other 
members of the staff (the use of "wen instead of "In and 
ttthey"). Other responses gave n0 hint as to who. should 
initiate integration, e.g. "there ought to be". Eating 
lunch with a doctor er discussing~ patient's condition 
with a nurse are individual initiations, Group discussions, 
staff meetings, and lectures before classes or groups are 
responses indicating the use of group methods. In Figures 
VI, VII, VIII, and IX, these group responses are indicated 
e . by circles. Individual type rs:ponses are not eireled. 
" . 
The significance of these four Figures is best seen 
when viewed as a unit. A more detailed analysis on the 
tabulation sheet {Figure XIX in the Appendix) indicates that 
chaplains sought recognition and integration into the staff 
by group methods, twenty-five out of the thirty-seven eapp-
lains responded in this way; yet thirty out of the thirty-
seven answering these questions stated that they felt they 
were accepted on an individual basis. In answer to question 
V. 5., only three chaplains indicated th~y were not sure if 
they were really aeeepted or not, and none said they felt 
they were not accepted as chaplain. How should the chap-
lain's role be brought more closely into the health team? 
1'13 
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The chaplains gave fifty-two responses indicating they 
should take the initiative themselves in increaSing integ-
ration and improving relations with doctors and nurses. 
Yet a sizeable number of responses, thirty-seven in number, 
indicated the staff also had some responsibility in utiliz-
ing the chaplain's role and including him on the staff. 
The chaplains cannot force themselves into the inner ci~cles 
of the staff. Eleven responses indicate mutual co-operation 
and· inter-dependence. For illustrations of these factors 
and the proportion of each, see Figures VI, VII, VIII, IX, 
and the Tabulation Sheet, Figure XIX, in the Appendix. 
v. Motivation and personal factors in the role of 
the chaplain. In order to distinguish the motivation for 
entering upon chaplaincy as a professional role, the pre-
liminary reasons for going into the ministry in the first 
place should be elicited so as to rule out these more gen-
eral factors. Naturally, it is beyond the capacity of the 
techniques used in this study to make a complete analysms 
of all factors that motivated these chaplains (1} to become 
ministers and (2) to choose this specialization. We realize 
that unconscious feelings and needs, early conditioning, and 
many interpersonal relationships of which the conscious 
mind is not aware, play a large part in motivating a person 
to pursae such a Bpecialized role as hospital chaplain. A 
complete, individual personality profile and ease history 
plus many psychometric tests for each of these thirty-nine 
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chaplains would scarcely reveal adequately the many :personal 
:ractors in their role as chaplain either in relation to the 
institution or in the care of the :patient. 
As stated above, it was necessary to explore the general 
motivation :ror going into the ministry in order to encourage 
the men to be more specific in stating their reasons :ror 
entering the ehaplaints role. All the data for Section VIII 
or the questionnaire to chaplains may be found on the 
~abulation Sheet (Figure XIX) in the Appendix. Chaplains 
gave two general types of responses to question VIII 1, 
«Why did you become a elergyman?U Twenty-one chaplains gave 
the rather stereotyped answer, which in some denominations 
is required as a :prerequisite or at least highly regarded, 
namely: "I had a call,« a strong inner conviction. Often 
this is a long-standing desire or feeling that goes back as 
:far as the man can remember. The second :reason, or group 
o~ reasons, is related to interpersonal relations, "I wanted 
to share religious experience with other :people"_; "I enjoy 
working with :people"; "I like people better than things"; 
HI wanted to help :peo:plen. Twenty chaplains responded in 
this way, relating their desire to go into the ministry 
with interest in being with and working with :people. Seven 
others gave various independent responses. It is to be 
understood that these are not mutually exclusive categories, 
often listed more than one reason for the vocational choice. 
But now we come to the question that concerns this study 
1'79 
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more speci:t."ically: ''Why did you become a chaplain?" {question 
VIII. 2). There were four distinct categories that emerged 
from the responses to this question. (1) Institutional 
factors: "I liked hospitals since I was a child"; "I enjoyed 
hospital work as an ar.my chaplain"; "I like the specialization 
pf this field." Twenty-three chaplains stressed institutional 
factors of this kind. There are many sub-reasons· why the 
institutional structure of the hospital is attractive. There 
is more security in numbers, less demand (or none) to "raise 
the budget" such as besets the parish pastor, more clearly 
defined areas of :responsibility, and some men indicated 
more status in being associated with a large hospital than 
there is in an average, or small, parish. 
(2} Therapy in the form of counseling, working with 
patients having psychosomatic disorders, and other forms of 
. . 
opportunity to deal directly with persons who specifically 
and urgently need help; this therapeutic feature of the role 
of the chaplain in the care of t'he patient was given by 
seventeen chaplains, second only to the institutional factors. 
Parish pastors also have opportuuities for counseling, but 
for men who especially like that kind of work, it was felt 
., 
the hospital offered a concentrated population of people 
needing help in this way. Many who said they preferred work 
with individuals mentioned tha1 had not felt so secure i~ 
the preaching role of their for.mer parish, nor in the role 
of church administrator. 
(3) Academic interest was mentioned by rourteen chap-
lains. Some of these men had had advanced training in pas-
toral psychology, clinical training, had opportunities to 
teach in connection with their chaplaincy, and were interested 
in research in psychology of religion, pastoral care, and 
related fields. Especially in a mental hospital, the privi-
lege of sitting in op.r-~staff meetings, is considered educa-
tional as specialists discuss the dynamics of personality in 
the case histories. Also, th~ hospital setting is considered 
conducive to research by some of the men, and this gives 
expression to their academic interest. 
-(4) Other factors in addition to these were mentioaed 
only twice. It seems as though the institution of the hos-
pital, per se, the opportunity to participate in therapy, 
and academic interest are the three most common factors 
in motivating chaplains toward this role. 
Conversation with a pastor, who was enrolled in a summer 
clinical pastoral training course, opens up a whole field 
that was not probed in this study, but which merits further 
investigation, i.e. the role of the pastorts wire in motiva-
ting the husband to seek chaplaincy as a career. His brief 
but significant remark was, "I'd like to be a chaplain so 
my wife could lead a nor.mal life and not be burdened with 
all the petty details of the parish." It seems that many 
pressures, stres.ses and requirements wo·ula be lifted f'rom 
the pastor's wife and family when he entered an impersonal, 
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large institution. One chaplain said his divorce and re-
marriage would make it very hard for him to fit into a 
parish, but as hospital chaplain it was not a problem at 
all. The chaplain's wife does not have the responsibilities 
with the patients or staff such as she has.with parishioners 
in the average church. It would also be interesting to know 
if the bachelor pastor would consider the hospital a more 
comfortable social setting than the average parish in the 
Protestant church. Marital status was not determined by 
this study. 
Another personal factor in any role is that of success 
and failure, areas of strength and weakness. Is the position 
such as to give Ego satisfaction and a sense of fulfillment, 
accomplishment and success? The chaplains were asked to 
list their greatest strengths and greatest weaknesses. They 
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"(twenty-nine of them replying) felt that their greatest strength 
lay in the capacity to get along with people, to establish 
good interpersonal relations, a love for people, interest 
in them, and sympathetic iimderstanding and acceptance. This 
is closely related to the decision to become clergymen. 
People want to do what they feel they do well. Another fac-
tor, or group of factors, had to do with the chaplaints own 
personality adjustment. Thirteen chaplains felt that their 
personalities were their chief tool with which to work. Typ-
ical responses were, "I have an easy-going disposition," "I 
am not easily provoked," and similar re~lies. Only six 
mentioned other miscellaneous factors. On·the other hand, 
in regard to the chaplain1 s greatest weakness, twenty chap-
lains mentioned having difficulty with administrative prob-
lems. It is interesting to note that it was suggested this 
might have been one of the areas chaplains had sought to 
avoid by leaving the parish situation. Eighteen chaplains 
indicated inferiority feelings about their professional com-
petence. Only seven listed personality factors as being 
impedimenta. These chaplains, by and large, seem to show 
concern about the role of these chaplains more than about 
their own personality fadtors in discussing their greatest 
weaknesses. 
Another tndication of job satisfaction is obtained from 
question I. 8, "Is your salary adequate to your position?" 
Thirty-one out of the thirty-six chaplains who were paid 
felt that their salary was adequate and many remarked it 
was in keeping with, or on the par with, salaries of the 
larger churches·in their denominations. This indicates both 
satisfaction and acceptance. Perhaps this has something to 
do with replies to the next question: ttHow lol}.g do you plan 
to stay in the chaplaincy?" (question VIII. 6) • Thirty--four 
out of thirty-eight, who answered this question, indicated 
they plan to stay in chaplaincy work· permanently. Some of 
these were conditional, i.e. depending upon the bishopts 
appointment, funds, etc., but their desire was to continue. 
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in chaplaincy as long as possible. This indicates that 
the work o:f hospital chaplain must be a very satisfying· 
role to these men. Naturally, since most of these chap-
lains have been in the work five years or less, we do not 
know what their reaction will be after more experience; 
but for the present, the chaplains are satisfied to remain 
permanent;ty. 
In answer to question VIII. ? "What other work would 
you rather take up after your work as chaplain?", the lar-
gest number mentioned parish work {seventeen in number); 
teaching was mentioned ten times; and a variety of other 
responses included business, psychology, but none enough 
to be classified as a grou:i;>, (ten were in this miscellaneous 
group}. Less than half of the thirty-seven chaplains answer-
ing this question would go. into parish work if they gave up 
the chaplaincy for some reason. Those interested in teaching 
were almost exclusively interested in teaching in a theolog-
ical school in the field of pastoral psychology. 
Chaplains are definitely interested in working in inter-
personal relationships within a clearly structured, institu-
tional framework. They hope to be included in direct therapy 
of the patient and have an academic intere·st in personality 
dynamics. They are concerned as to how their role can be 
best used to this end. Chaplains, in general, feel that 
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their greatest strength lies in ability to establish good 
interpersonal relations, and to a lesser degree in their own 
personality structure or dynamics; on the other hand, their 
greatest weakness lies in administrative ability and pro-
fessional competence. This may account for their strong 
academic interest as a means to improve their competency in 
these areas. Almost all of the chaplains are satisfied with 
their role as chaplain from the monetary viewpoint and desire 
to remain per.manently in this role. Parish work and theolog-
ical education would be their next choices if they ever leave 
I 
the,ir role as chaplain in a hospital. 
4. summary. In this chapter, the role of the chaplain 
has been discussed from the vantage point of the chaplains' 
perception of their own role. Any role is greatly influenced 
by what the occupant of that role thinks others expect of him, 
and this social expectation modifies what he expects of him-
self. Thus role perception is not an isolated phenomenon but 
is greatly influenced by interpersonal relationships, and 
the functioning of other roles which overlap with it or are 
dependent upon that role. So in the role of the chaplain, 
we have analyzed what the chaplain perceives his role to be 
as a member of the health team in the hospital. Questions 
have been put to him to elicit data in five different areas: 
i. Introductory information to describe the group of o.hap-
lains as to age, denomination, administrative status, add 
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tenure. ii. Descriptions or the ~hap~ain's activities and 
what he perceives his functions to be, both on the descrip-
tive level of behavior and on the normative level of go~s 
and aims. iii. Communications between himself and others 
in the hospital whether a positive or negative, referrals 
and requests for service. iv. How does the chaplain per-
ceive his integration into the staff of the hospit~ and 
what makes him feel he is included on the health team? 
v. Motivations and personal factors in the chaplain's role, 
which may vary greatly among different personalities, but 
which give some unde:r;>standing of the dynamic meaning ot: 
the chaplain's role for the men in this survey. 
As has been mentioned, the chaplain's role, or any role, 
is composed or more than the isolated perceptions of individ-
uals occupying it. Therefore the next chapter will deal 
with the attitudes, expectations, and perceptions of others 
in the hospital about the role of the chaplain, namely: 
doctors, nurses, and patients. 
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CHAPTER FIVE 
OTHERS' PERCEPTION OF THE ROLE OF TEE CHAPLAIN 
We pattern our behavior to a large extent upon what 
other meaningful persons expect of us, or what we think 
they expect of us. The lawyer's role behavior in a court-
room is greatly modified by how he thinks his client, the 
jury, and the judge expect him to behave. However, many 
subjective distortions and defense mechanisms, lack of 
information and wishful thinking prevent us from completely 
seeing· ourselves as others see us. Therefore in order to 
obtain a more objective picture of what others think of a 
certain person and his role, we must go to them and try to 
get them to.state as honestly as possible their opinions 
and feelings about him, his prescribed role, and his role 
behavior. The chaplains have given their version of their 
role in the preceding chapter. The most obvious nothers« 
who .could speak from experience about the role of the chap-
lain would be doctors, nurses, and patients. Their percep-
tions of the role of the phaplain will be presented in this 
chapter. 
1. Methods used to investigate this f~ctor. The 
selection of the sample of doctors, nurses, and patients 
f'or the purpose of this study raised many problems. It 
seemed that several requirements had to be met. First, 
these do0tors, nurses, .and patients had to be acquainted 
with the chaplains or th's study, i.e.·rrom the same 
institutions. Yet a random sample did not seem suited 
to the needs of this survey. This might seem the most 
objective, but would not ymeli the most dynamic material. 
For example, a doctor who had just come onto the staff, a 
nurse who worked nights, or a simi-conscious patient would 
not have much basis on which to build a role perception. 
If the study had been limited to one institution, such a 
cross section would be possible. In this case, it seemed 
best to solicit the co-operation of the chaplains in insti-
tutions represented because they know who is most aware of 
their work and role. This naturally involved the possibility 
of a prejudiced sample because a chaplain would not be 
likely to want responses from a nurse with whom he had had 
an argument· or a doctor who had recently snubbed him. 
i. Distribution of self-administered questionnaire. A 
personal letter explained to the chaplains how the question-
naires should be distributed by them in their hospitals. A 
copy of this letter, as well as the follow-up letter two 
months later, can be found in the Appendix. Instructions 
from this letter were as follows: 
flPlease select two doctors and two nurses with 
whom you have a working, professional relation-
ship and'two patients whom you have visited at 
least five times. Give them the questionnaire 
marked ror them and ask them to ret~rn it direct-
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ly to me in the enclosed, attached envelope." 
A very good response was reeeived by using this method. 
From the twenty-one chaplains who co-operated, there came 
twenty-six responses. trom doctors, twenty-nine from nurses, 
and twnnty-three from p~tients. A self-addressed, stamped 
envelope plus an:e:x:planatory note was stapled to each ques-
tionnaire. They are exhibited in the Appendix. This gave 
a uniform interpretation of the purpose of the study, and 
did.not necessitate the doctors', nurses•, and patients' 
showing the responses to the chaplains involved, assuring 
as much objectivity of reply as possible. This was an 
attempt to meet the second requirement -- anonymity and 
opportunity to make as objective and holiest responses as 
possible. There was no question pertaining to the name of 
the institution, state, or other identifying information. 
However, a small number was piliaeed in one corner, which 
corresponded to a ·master sheet. Only one person, a doctor, 
evidenced enough suspicion ot that number to cut it ott; 
but the postmark on the envelope served as identification. 
Interestingly enough, several doctors, nurses, and patients 
signed their name and identified their hospital volunnarily 
at the bottom or the back of the sheet. 
ii. Personal interviews. The same reasons tor desiring 
to have as many interviews as possible with chaplains apply 
in the same way to the personal ~pproaoh with doctors, nurses, 
and patients. In each case, the interviewing of these others 
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rather than in the reality situation. 
In return tor the courtesy which these chaplains offered 
in helping to arrange interviews, the interviewer tried not to 
abuse the privilege granted him; and especially in the eases 
of patients who were tired or~ervous, he did not, naturally, 
press for answers. He was gratified that none objected, and 
many- asked him to call again and thanked him for the "visit. tt 
It was considered a matter of professional ethics to guard 
against doing anything that might jeopardize the rapport 
between the chaplain and the patient. In a few eases hos-
··-
pital p6liey forbade sueh interviewing of patients. At 
this point it seems advisable to summarize the complete 
sample including chaplains, doctors, nurses, and patients 
so as to show a clear picture of who was included in this 
entire survey and what proportion were approached by each 
of these two methods. Table 3 shows this info~ation in 
summary- for.m as follows: 
Table 3 
· Complete sample of subjects for this study 
with methods used to obtain the data. 
Chaplains Doctors Nurses Patients Total 
Questionnaires... 21 
Interviews. • • • • • • _1:§_ 
Total............ 39 
26 
..E.2_ 
51 
29 
32 
6J. 
23 
22 
45 
99 
97 
196 
191 
2. Codification and analysis of daua. The same prin-
ci~les of coding were used in classifying this set of ques-
tionnaires and interviews as were used with the cha~lains. 
Some o± the questions are identical for all three of these 
~ersons.as well as the chaplain, in which case they are 
analyzed together. Other questions apply specifically to 
doctors and nurses, or are only applicable to the patients. 
In some areas comparison has been made with responses made 
by chaplains even though their responses had already been 
dealt with in the preceding ehapter. One problem in trying 
to get equivalent responses is to word the questions to each 
group so as to get a'S the same factor. Naturally, this does 
not mean using the same words. For example in question III. 
2 for the chaplain, the ~uestion reads, "What type of service 
is most frequently requested?n This question has to be 
changed when put to the doctors and nurses. Q~estion number 
2 in their questionnaires is as follows: "What is the type 
of service for which you most frequently make referral to 
the chaplain?" The patient does not think in such general 
ter.ms as the needs of npatients," but in terms of his own 
desire. And if he has been in the hospital for some time 
and frequently visited by the chaplain, he may not think 
of himself as having made a specific request and surely not 
a formal referral. Therefore, the patient was asked in 
question 2, "What is the type of service for which you most 
frequently desire a chaplain?" The same is true of some 
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other questions, which have been grouped and classified 
accordingly. This is the problem of equivalent meaning 
and involves the whole discipline of semantics. 
3. Presentation of the data. Five areas were dis-
cussed, in the preceding chapter, to arrive at the chap-
lain's perception of his role. Section I. "Introductory 
information" is accessible only to the chaplain, and 
section V. ~otivation and personal factors" are limited 
also to the chaplain. The following areas fall within 
the experience and observation of others: Areas II. per-
taining to the chaplain's activities and functions; III. 
regarding communications between themselves and the chap-
lain; and IV. as to their perception of the chaplain's 
role in the health team and integration into the staff. 
These three areas will be the fr~es of reference for analyz-
ing the data obtained from the questionnaires and interviews 
of the doctors, nurses, and patients. 
1. Others' perceptions of the chaplain's activities 
and functions. It is not easy for laymen to state what the 
pastor of their church does with his time. Nor does it bol-
ster up the minister's Ego when people say either in jest or 
from lack of knowledge, "It must be nice to have to work only 
Sundays"; or "What do you do all week?" What then do people 
expect his activities and functions to be in the hospital 
setting? How can the role of the chaplain be used by others 
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in speciflc situations? Q,uestion number 2, when asked of 
the doctors and nurses and patients, elicited the following 
responses. 
Fifty-nine per eent of the doctors referred to him to 
interpret religion and fifty-three per cent of them referred 
to the chaplain for counseling in regard to specific problems. 
Doctors feel they are not equipped to handle the many meta-
physical and religious questions of patients such as "Why 
did this have to happen to me?" or "What have I done to 
deserve this?" implying guilt feelings and other moral con-
notations. Doctors are eager to utilize the chaplain to 
meet this type of problem. Thirty-seven per cent of them 
refer to chaplains for aid in crises, such as helping a 
patient face surgery or accept bad news about his prognosis. 
The thirty-three ver cent who made referrals pertaining to 
relatives usually had grief work in mind with the bereaved 
family or aid in the securing of permission to perform 
autopsy. 
Nurses mentioned "aid in crisis" more frequently than 
anyone else, fifty-Eix per cent of them. Nurses are always 
present when something goes wrong on a ward, a patient takes 
a turn for the worse, or a patient gets emotionally upset. 
Many of them said that the chaplain almost always had a 
salutary effect in bringing stability and equilibrium in 
sueh a crisis. Because of their close contact with patients, 
they are able to sense patients' moods, and forty-six per cent 
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o~ them said they suggested to the chaplain to "See this 
or that patient if' he had time," or "I think so-and-so 
would appreciate a visit.u Nurses ~eel ~ree to make this 
type o~ re~erral. Much along the same line as the doet~, 
but to a lesser extent, thirty-nine per cent of' the nurses 
re~er to the chaplain to interpret religion or deal with 
religious questions. Some nurses indicated that the part 
of' the chaplain's orientation lectures to student nurses 
that were most help~ul were the comments he made in regard 
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to the problem o~ pain and suf'f'ering {partly f'or clari~ieation 
of' the nursest own thinking). Thirty per cent o~ the nurses 
referred relatives o~ patients to the chaplain because they 
f'el-t he coul.d "straighten them out in a tactful way" about 
hospital regulations, routine complaints, and, as in the 
case 6~ the doctors, ~elt the chaplain was best equipped to 
help the bereaved relatives, whoaame in acute distress 
~ediately after the death o~ the patient. 
Patients most frequently (sixty-four per cent of' them} 
said·that they desired a pastoral call; "I like his visits," 
ntrust to have him stop in and see me," and ni look :forward 
to his coming in for a chat, n being typical of' this group 
of' responses. A greater percentage of patients (thirty-
ndne per cent) than of anyone else, including chaplains, 
had some specific religious act in mind such as Communion, 
prayer, and reading of'. Scripture. When nurses make such 
re~errals, it is no doubt the passing on o~ a patient's 
request, and the doctors realize that this is just as much 
out of their field as for the chaplain to suggest a specific 
type of operation or medicine. A proportionate number of 
patients (forty per cent) mentioned supportive help and 
worship services as types of services which they most fre-
quently desired from the chaplain. These two are closely 
related. Any group worship service may have aspects of 
supportive therapy in it, giving a sense of belonging and 
the security of prayer, tradition, and group fellowship. 
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The reason chaplains so seldom listed worship services as 
being a service requested is that twenty-nine of the thirty-
nine cond11cted worship services which were routinely announced 
and made available to all who could attend. Only nine per 
cent of the patients mentioned aid in crisis as being desired, 
because patients do not think of themselves as being in a 
crisis, or likely to be in a crisis situation, until it is 
' already upon them; and these patients interviewed were not 
critieally ill or emotionally upset,- or the chaplain would 
not ha~e referred them to the interviewer. For clarity in 
comparing the four groups (chaplains, doctors, nurses, and 
patients) Figure X presents this material in graphic for.m. 
Figure :XX in the Appendix shows this d1at.a tabulated in more 
detail. 
The first question asked of the doctors, nurses, and 
patients is exactly the same as that asked the chaplains 
under the heading II.3: "What aspects of the chaplain's 
1--- ---· 
' : .. 
.. ~~ CHAPL~II~ : (f#:~ IFOR IQTH ~iR-sl) : . i ; ! I i 'I; ; : . i 
. : : : : : . . rn 1\lr ·~ltNrr: f'\r ~l~n\'1 ~~ ~ : ~; 1'.~ ~~~-~~ ; i j i f I 
. ·- _j . ~ . . . ; 
• ~ 1 - • 
- .RET~· ... __ :~:-~:I-· :--~L : ;·:.; · ;_!-:~ ": .. 
IN lfE v- ~'-'-"'-'-'!-: ~'-~ . ~~~~~~ 
. . - . 
WOit:;Hl~ :~ 
o_Ta ~ER: :.--··:-· . ·-· 
1--
··• -·- . . . ·-
. I 
- ! ClUIPI~IN.S . 
L~. J)OCT~RS·. 
~ tl!JRS !;S 
~ PATU NTS 
• I o 
. ! : 
: : : i 
•• 1 • r , ! ' 
- ...... ·-.-
' 
! 1 l 
~ I ' 
; , I I 
I • ' 
: i l : 
• : ! t 
1 ! ! i 
I ' ....
-; ; ~ j 
I , 
I 1 ~ ' 
' . • I 
: : I : 
' ' . 
' ' 
' ! ; 
I : : 1 
• I • I 
: ; J • 
, ' I I 
: :rr 
I ~ : 
' ' : t 
: .! • ;_ 
i : I 
. ~ l· : I 
: :·tt 
' ' 
o t I 0 
. ; I l 
: ! : j-
' . ~ f--
: ~- L 
. : ... 
. . . . t 
: : : l' 
I 
. : : ::= . 
. . ; 
... ·-
-~lo- - slo. . <1~- . : I·~ . 
work are unique, i.e. could be performed only by the chap-
lain?" Unique functions and activities of a role help to 
distinguish it· from other roles. For example, in the case 
of the nurse, one of her functions may be to provide drinRing 
water for a patient, yet a relative, visitor, janitor, or 
orderly may also oblige a patient by filling his water glass 
if any of these persons happens to be available and so dis-
posed. Yet in that same hospital, the nurse's role may be 
so prescribed that she, and only she, may be authorized to 
administer a certain. type of in~ection. In other words, this 
latter type of service or aspect of her work is unique to 
her role and can only be performed by her. This is what 
is meant by nuniquett in this question. 
Doctors mentioned religious counseling and supportive 
functions most frequently (fifty-nine and thirty-three per 
cents respectively). They were also the most frequent in 
mentioning the symbolic role of the clergyman as a repre-
sentative of religion, twenty-five per cent of the doctors 
listing this aspect of the chaplain's wwrR. A smaller per-
centage (eighteen per cent) of doctors than of any other 
group referred to worship services as a unique contribution. 
The nurses followed the same pattern as the doctors 
by most fre.quently mentioning religious counseling and 
supportive work as unique aspects of the chaplain's role. 
They mantioned sacraments and work with relatives in greater 
percentage than any other group including chaplains. Nursev 
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are more likely to know when the chaplain is bringing 
Communion to a patient than the doctors. They often 
facilitate his work by arran~¢ng for privacy during that 
time, and often pass on the request of the patient to the 
chaplain. Nurses thereby become aware of this function. 
It is interesting that nurses, who often have the oppor-
tunity to observe pastoral calls and patients' reactions 
after the call has been made, do not as often (only thirty-
one per cent of the group} think of pastoral calls as 
unique as fhaplains (seventy-seven per cent) or patients 
{sixty-nine per cent) consider them so. In this response 
category, there is relative agreement between the medical 
people, doctors and nurses, and close~agreement between 
chaplains and patients. 
Patients placed greater stress on the supportive 
function than on any other aspect of the chaplain's work; 
also a higher percentage (forty-four per cent) mentioned 
this factor than any other of the four groups of persons 
questioned. By contrast only fifteen per cent of the chap-
lains mentioned this function as being one of the unique 
aspects of their work. Since a great many of these chap-
lains have had special training in counseling, they may 
feel that it is too superficial to do what many of the 
patients mentioned: "He cheers me up," "He peps me up 
I 
when I'm down," "He's good for my morale when I need a 
boost," Etc. Chaplains seem to prefer a chance to do coun-
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seling on a deeper, more dynamic level. There is the 
possibility that in many cases the patients are more 
realistic' the chaplains more idealistic' as to the 
level of integration and personality adjustment and 
growth these patients are able to make. At any rate, 
there is considerable difference of opinion on the 
unique contribution the chaplain can make at this point. 
In order to show more clearly the various relation-
ships among the four groups of respondents and the unique 
aspects of the chaplain's role, these data have been pic-
tured in graphic for.m in Figure XI, and detailed tabulations 
made in Figure XX in the Appendix. 
The counterpart to the question about unique aspects of 
the chaplain is, "What aspects of the chaplain' s work could 
be performed equally well by someone else?" In the example 
of the nurse's role given above, the filling of the patient's 
water glass would come unaer this heading because anyone 
could do it equally well; it is n:ot inherent in the nurse's 
·role, by the standards of professional competence, by insti-
tutional policy or by the special requirements of the indi-
vidual patient. Yet the nurse does fill water glasses. So 
the chaplain also does things which other people could do 
just as well as he if they were available, if funds were 
available, if institutional policy were different, etc. 
With the strength of a double negative, nurses showed 
by sixty-one per cent of their response~ that none of what 
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the chaplain did was not unique, i.e. none of what he did 
could be done equally well by someone else. '!'his indicates 
a keen appreciation for the contribution of the chaplain 
to the care of the patient and a high regard for his role. 
Also they had the smallest percentage of responses of the 
four groups mentioning fffriendly visit" as an aspect of the 
~haplain' s work. Patients, an the other hand, i..e. forty 
per cent of their group, felt that the sociable, friendly 
visitor aspect of the chaplain's role could be done by some-
one else. If this would meet the needs of a large number 
of patients, volunteer visitors could well conserve the chap-
lain's time for more urgent or difficult calls, by making a 
large-scale coverage of these routine "friendly visits.n 
However, this fact must be borne in mind, that a patient 
does not always realize objectively what meaning a pastoral 
call really has for him and what dynamics are at work in 
this relationship. Here is a good question for further 
investigation, and it would seem that a simple experiment 
eould be set up in a hospital with control groups to see 
what different types of reactions, if any, were discovered 
to the chaplain's as over against a layman's visit to the 
patient. The counseling which the chaplain does was not 
often listed as equally well performed by someone else. 
Administrative work, almost always meaning stenographic, 
secretarial, and other desk and paper work, would naturally 
be most evident to the chaplain and is obviously not unique. 
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Figure XII illustrates these comparisons. 
Do doctors and nurses reel that the chaplain is accom-
plishing his aim and rulrilling the function or his role? 
Responses to question:·.ll indicate they are more confident 
that he is accomplishing his aim than the chaplain himself. 
Only rorty-nine per cent or the chaplains answered yes, 
whereas eighty-two per cent of the doctors and eighty-rive 
per cent of the nurses answered yes to this question. These 
medical personnel orten get reactions to the chaplain1 s work 
which do not reach the chaplain just as the patient may tell 
the chaplain his feelings about the doctor or nurse. On the 
other hand, the chaplains may have more comprehensive aims 
and higher goals ror themselves than the doctors and nurses 
have ror them. (Compare with their responses to question 
V. l "Do you consider the chaplain an integral member or 
the start?" under section iii. of this chapter.) 
-
What then should be the aim or the chaplain as perceived 
.. 
or understood by the doctors? To question number 9, their 
responses run as follows: 
To explain various elements of the medical approach. 
To dovetail religion and medicine. 
To support the patient in co-operation with other starr. 
To help keep patient contented. 
To help patient feel at home with others on the stafr. 
For religious counseling. 
To Bolster the patient 1 s morale. 
To re-introduce the wayward to God. 
To aid in abolishing rear. 
To give peace of mind. 
To allay anxiety and strengthen faith to solve problems. 
To relieve guilt. 
To sustain health through raith. 
To help patient to have a better attitude toward himselr 
and others. 
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These aims are somewhat similar to those of the chaplain's 
responses to the same question and indicate that the doctors 
view the chaplain's aim as closely allied to their own in 
the total work of the·staff. 
In the responses of the nurses to this question, the 
following are typical: 
To bring comfort and make Christianity meaningful. 
To bring peace of mind to the patient and his family 
during his hospitalization. 
Over-all comfort. 
Sometimes a necessary reprimand (nurse in mental hos-
pital}. 
To lift morale; keep patient from being too discour-
aged. 
To bring patient to a certain state of mind before 
surgery. 
This depends upon his own obligations to his denom-
ination. 
In general, these also resemble the aims as stated by the 
chaplains and doctors. However, not too much weight can 
be put upon responses to this question as most of them 
were vague and general, such as "Do what he can for the 
patient," "Be of service in any way possible,n etc. This 
factor should be approached more specifically and perhaps 
with the use of several questions. However, an attempt was 
made to limit this questionnaire to one page in order not 
to discourage the recipients from answering. It is also 
possible that the aims of the chaplain himself are not too 
clear or specific, but rather cover a wide range of individual 
sub-aims such as those mentioned by the doctors and nurses 
above. 
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Among doctors and nurses in mental hospitals, aims of 
the chaplains were viewed frequently as the same or nearly 
the same. When aims·were stated in general hospitals as 
similar· among these three groups, it was .usually in reference 
to psychosomatic factors in illness and the close relation-
ship of. emotional and 'spiritual factors to the recovery of 
patients or their acceptance of treatment. 
To ·ascertain especially the patient 1 s perc,~tion of 
the role of the chaplain; three questions were put to the 
patient besides those which were asked of doctors, nurses, 
and patients alike. They are found on the patient's ques-
tionnaire as numbers 3, 6, and 11 (and can be seen in the 
Appendix); Since they all describe what the patient feels 
the chaplain can do or·should do for him, they wlll be con-
sidered together. The three questions are as follows: · 
ff3. In what way do you feel you eould be helped by the 
chaplain? 6. What things would you li~e the chaplain to 
do when he comes to visit you in the hospital? and 11. Do 
you feel you have benefited by the ministry of the chap-
lain? In what ways?" 
To group these responses into categories would do 
violence to the data and fail to show the great variety 
of responses and opinions. Therefore, typical opinions 
and reactions to these questions will ~e given. The great 
overlapping of similar responses shows that all thea~ three 
questions were viewed by the patients in the same way, i.e. 
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they all got at the s~e ~actors and revealed what the 
:patients' perception o~ the chaplain's role is. The 
~ollowing are indications o~ the trend: 
By his understanding talks with me. 
By the church services. 
By praying with me. 
I can speak ~reely to him and lighten my burdens. 
By putting my mind at rest (or at ease}. 
strengthening my ~aith when I'm downhearted. 
By his ehe~r~ul attitude. 
By com~orting me and giving me reassurance. 
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·By .. being willing to listen. . · 
Giving me a chance to sing in the choir (mental hospital). 
By his ser.mons on SUndays. 
Relieves me ~rom thinking of my own troubles, my ow.n 
aches and pains. 
stimulates :my mind. 
These responses indicate that the patients want the chaplain 
to be available ~or two types o~ pastoral calls or counsel-
ing relationships! the one permissive, being willing to 
listen and provide an outlet for emotional tensions, as an 
opportunity for catharsis; the other supportive, giving aid 
and strength to tide the patient over the added stresses of 
illness and hospitalization. 
Some interesting negative reactions were made to this 
question, which are suggestive o~ instances in which the 
chaplain's role is in~luenced by previous experience with 
clergymen or distorted perception. A woman patient in a 
mental hospital said, "A minister put me in here in the 
~irst place." Her own pastor had suggested her seeing a 
psychiatrist or some skillful counselor. Her present 
attitude was that the minister had had her committed. Nat-
urally she felt that the chaplain of the hospital might also 
plot against her. .Another mental patient, this time a man, 
had the following attitude toward the chaplain's calls upon 
him in the ward: ''If he likes to talk with me, I'm glad 
to any time; it helps him get away from his work." This 
patient figured he was helping the chaplain instead of 
receiving any professional services from him. Another male, 
mental patient said, flHe•s checking me, too"; in which case, 
the chaplain's role was perceived as part of the patient's 
delusional patter.n. 
In this section, the role of the chaplain, his functions, 
and his activities, as well as the services he can or should 
render have been viewed from several points of view, namely: 
the doctor's, the nurses', and the patients' perceptions. 
ii. Communication with the chaplain. How do members 
of the staff, as well as patients, convey their expectations 
of the chaplain's role, their desire for his services, and 
other communications to the chaplain. Such advances or 
requests on the part of the staff are called referrals. 
When these are analyzed in terms of whether the staff desired 
to work with the chaplain in sueh a way as to further group 
maintenance (question 3 for doctors and nurses corresponds 
to question III. 3. on the chaplain's questionnaire), it was 
found that thirty-seven per cent of the doctors and forty-
five per cent of the nurses responded affirmatively. Where-
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as, ~i~ty-three per cent o~ the doctors and forty-nine per 
cent o~ the nurses answering this question indicated the 
primary reason was related to the group goal of therapy ~or 
the patient. In other words, the doctors are more likely 
to think in ter.ms o~ specific referrals in connection with 
the therapeutic program and care of the patient; and nurses, 
like the chaplains are divided about equally between both 
types of communications. 
When asked, in question 4, i~ they felt they made as 
frequent referral to the chaplain as they shoUld, the staff 
was almost exactly divided in hal~ (twenty-four doctors said 
yes and twenty-six doctors said no; while twenty-seven nurses 
replied yes.and twenty-eight nurses replied no). The second 
part of this question sought to get at reasons ~or their 
attitude by aSking them to HExplain," either why they did 
or did not make as frequent re:t'erral as they felt they should 
to the chaplain. 
Doctors felt that.working together nwe can accomplish 
much more than either alone.n When the chaplain appears 
at staff meeting, this reminds the doctors o:t' his avail-
ability, and they are much more likely to make referral to 
him. Several re~erred to the :t'act that the chaplain was a 
full-time worker and this gave the doctor the ~eeling that 
he had a right to make referral, whereas if he were part-
time or from some parish, they would hesitate to impose upon 
his time. Another doctor said, ni consult him just as I 
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consult any other specialist." Usually, if the chaplain 
has proven his competence as a counselor, doctors are more 
likely to refer patients to his care. The chaplain has to 
ear.n the right to expect referrals by demonstrating his 
professional competence. Then word passes among that the 
chaplain has been of help in this or that case .. 
The main reason given by doctors for not referring as 
frequently as they felt they should was that the chaplain's 
time is limited. One said, "He's only one man among four 
hundred doctors on this staff"; implying that if each doctor 
made one referral a month, the chaplain would be overwor~ed. 
Another doctor mentioned this mumerieal factor, saying, "If 
Y{e had a dozen chaplains, I'd make more referrals." If the 
chaplain is part-time, or for any other reason often unavail-
able, referral is discouraged. Often the chaplain "sees 
the need before we l;tave o~casion to call him. tt 
When nu~ses stated reasons why they refer as frequently 
as they feel they should, they often explained it in terms 
of their close relationship with the patients. O:Q.e replied, 
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"We can tell which ones (patients] woUld benefit from talking 
with the chaplain." The nurse has closer, continuous contact 
with the patients than any other staff member and thus be-
comes acquainted with the patients' emotional states, anxieties, 
and problems. Many nurses consider it part of their total 
care of the whole patient to be aware of these mmotional 
factors. nxt is our responsibility to see they [patient§) 
are referred :for spiritual service," said one nurse. Some-
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times this is part of' the routine orientation of' the patient 
to the ward. Arl!l.urse expressed this pattern in the :following 
words: "Patients are informed [by u~ how to request their 
~haplains~ services." And, :finally, head nurses and nursing 
supervisors .resort to the chaplain for help in oolving prob-
lems of' interpersonal relations and personality problems of' 
their nurses or students nurses. One Sloh supervisor said 
the chaplain can be ot great assistanc.e "when you :feel i:t:Lse-
cure about any of your personnel problems." As mentioned 
in the preceding chapter, staff members :feel freer to speak 
to the ~haplain about Sl ch problems than to one of' their 
own professional group, with confidence that the chaplain 
will keep the discussion confidential and not spread it 
through the institutional "grapevine." 
Nurses gave many of the same reasons· as the doctors 
:for not referring to the chaplain as frequently as they 
felt they should. The factor of availability was often 
mentioned as :follows: "He isn't available. If he were, 
you• d know where his office is. ff ''Sometimes we haven•t 
been able to get him when we needed him. This discourages 
re·ferral." "Either we are too busy, or else the chaplain 
is not in the. building." «our chaplain is only here part-
time." Nor is it enough to be physically present in order 
to be actually available. In a large hospital,_ every 
department has administrative channels for communication --
special forms and requisition blanks on which prescriptions 
for service are written. These serve as tangible reminders 
that various departments and services are available. In 
order to be functionally available, the chaplain needs to 
structure his relationship and clarify the areas in which he 
feels he can be of service. His attendance at staff meetings 
can have the same effect with nurses that it has with docrbors, 
namely: reminding them that he is available. Needless to say, 
if there is a shortage of nurses in.a hospital, the over-
worked personnel take care of mimimum essentials first in 
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the care of the patient, such as medications, dressings, me~s, 
etc. One nurse said, "We're too rushed and wrapped up in the 
medical care of the patient." These are the main reasons fol: 
the nurses' not making as frequent referral to the chaplain 
as they feel they should. 
When asked if they thought the chaplain should be in-
vited to attend staff meetings, eighty-two per cent of the 
doctors answered yes, and seventy-six per cent_of the nurses 
said yes to this question (number 12). This corresponds to 
the chaplains' desire for communication -- group contacts 
with the staff'. 
Turning to the patients' responses to questions 8, 9, 
and 10 in their questiennai:re, they were asked when, how 
often, and how long they desired their contacts with the 
chaplain to be. In answer to all three of theBe questions, 
the tendency of the patients was to leave it up to the dis-
cretion of the chaplain ("any time" or nwhenever he comes, 
he's welcome"} and not to give a specific answer. Five 
patients responded in such a way that it appeared the chap-
lain did his calling in his ttspare time" or "when he has 
nothing else to do." Three patients said they wanted the 
chaplain to come when they felt depressed or discouraged. 
The patient who wanted the chaplain to come on Saturdays 
or Sundays had no visitors or relatives coming to see him, 
and he envied other patients their visitors. A psychiatrist 
in a·mental hospital referred to this tension between patients 
on a ward as sibling rivalry over the attention of the 
"father figure" and suggested that the chaplain meet with 
patients in a private room on the ward to avoid this com-
petition and feeling of favoritism. 
The frequency of pastoral contacts was also left up 
to the chaplain in most of the responses. Most patients 
recognized the heavy demand of mumbers upon the chaplain. 
Six patients suggested once a week and five desired visits 
twice a week. The patients' feelings about the frequency 
of the chaplain's contact varies greatly according to indi-
vidual needs, and no meaningful generalizations can be made 
from these data. 
The length of the chaplain's call follows this same 
patter.n as in attitudes toward the frequency of calls. 
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·Typical responses are the following: "I leave it up to 
the chaplain"; nit depends on how much time he has"; n:ae 
uses his judgme::t}.ttt; etc. When specific amqunts of time 
were mentioned, the max~um was one-half hour and the min-
imum, ten minutes. Five patients said they preferred a 
short call, but wanted to feel he was unhurried if they 
had a problem theytd like to talk over with the chaplain. 
The length of the chaplain's contact with the patient is 
a highly individual factor and must be suited to the.needs 
of each patient, his attitude, and his physical condition. 
Turning from positive forms of communication, it is 
necessary to· ask whether there also exist negative for.ms 
of communication -- host~lity, resistance, rejection, or 
conflict. In the preceding chapter, the difficulty of 
el~citing negative attitudes was discussed. Even if such 
feelings exist, there is a tendency to repress them, eEpec-
ially when asked to express them to another clergyman. 
Perhaps a layman ·could have received more objective reactions 
in asking such questions. 
Doctors, nurses, and patients were asked, "What con-
flicts are there between the doctor and the chaplain (in 
the case of the nurse, 1 between the nurse and chaplain) as 
to aims or goals?" This was worded in a direct manner assum-
ing that there were such conflicts and thereby encouraging 
the respondents to feel it would be all right to mention 
them if they existed to their knowledge. The vast majority 
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of all three groups gave the same response as most chaplains, 
namely: ttNone." Some replied that not only was there none, 
but there ought not bo be any. Some replied that if any 
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would exist it would not be conflict between the roles but 
between the personalities, not between the inherent functions 
of the various professions but tensions and conflicts in inter-
personal relations. A psychiatrist stated that he and the 
chaplain operated at different levels: "The chaplain deals 
with conscious guilt, I with unconscious guilt." Several 
patients made the same type of distinction, ~.g. "The doctor 
is interested in .specific symptoms; the chaplain takes an 
over-all view." Thus, their aims were different but not in 
conflict. 
One patient indicated the type of communication he 
expected and hoped for. "There may be things I'd tell the 
chaplain Ita not tell the doctor, because he 1 s confidential; 
and if I told the doctor, it might go on my chart." If' 
this patient suspected the chaplain communicated freely with 
the doctor about his case, the chaplain woUld no longer be 
fulfilling the role this patient wanted h~ to occupy. This 
raises the whole problem of the function of the confessional 
in the hospital setting, especially if the chaplain seeks to 
be included on the health team by contributing significant, 
personal infor.mation pertinent to the patient's condition 
and prognosis and treatment. Perh~ps many other patients 
would feel this same way if the subject had been raised 
more directly. 
In aSking the doctors and nurses how they felt about 
the chaplain's calls on patients in question~' negative 
factors were mentioned. This was also true to a large extent 
when patients we.re asked in question 12 what they most dis-
liked about the chaplain's visits to them. The few negative 
reactions were as follows: nHe had on light shoes while 
wearing his robe in the service"; "His smoking"; "If he says, 
'Keep your courage up' n; and nwhen he comes at an embarrassing 
time. n A mental patient indicated an extremely authoritative 
opinion of the chaplain's role in response to this question 
by saying, "I've never been subjected to any discipline 
that necessitated his coming to visit me." 
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In this section, various positive communication patterns 
and attitudes about referral were freely discussed; but it 
seems that the methods of this survey were not very effective 
in eliciting negative for.ms of communication such as rejection, 
hostility, or disapproval. 
iii. Others' attitude toward the integration of tne 
chapla-in's role into the health team (staff}. The mere 
presence ~f the chaplain in the hospital or his administrative 
status (the fact that he is on the budget or has an office) 
does not mean that other people consider him an integral 
member of the staff. Nor is it sufficient for him to attempt 
in various ways to integrate himself into this group of 
professional workers. The real question is what these other 
people on the starr (and the patients) think of his role. 
Is he accepted, and if so, on what basis~ 
All three groups, doctors, nurses, and patients, were 
asked this question: flDo you consider the chaplain an integ-
ral member of the staff?" In each case there was a consider-
ably higher percentage of yes responses to this question 
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from them than from the chaplains. The patients were the 
highest with ninety-eight per cent, and the nurses very sim-
ilar with ninety-seven per cent. The doctors were somewhat 
lower, eighty-four per cent, but still siXteen per cent higher 
than the. chaplains. Several reasons could account for this 
discrepancy. First, the chaplains may be insecure mf their 
role since it is often an innovation in these hospitals and 
therefore may not feel as integrally related to the institution 
as others consider them. Secondly, the chaplains seem to have 
a11.higher expectation of what it means to be included integrally 
as a member of the staff. They are aware of more areas in 
which they could fit into the health team and contribute to 
the care of the patient than are the others. This comparison 
is shown graphically in Figure XIII. 
The second part of the question (? for doctors and nurses, 
5 for patients) aimed to get at what basis these people used 
for saying he was or was not an integral member of the health 
team or staff. Administrative factors were listed by about 
the same percentage in all three groups {doctors, wenty-nine 
per cent, nurses, thirty-three ~er cent, and patients, twenty-
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eight. per cent) , which was only slightly more than that o:f 
the chaplains, twen~y-five per cent. There was about the 
same emphasis placed on this factor by everyone. Patients, 
like chaplains, placed emphasis on comparison with other 
st.a:ff' more :Ddi'ten {forty per cent and forty-two per cent 
respectively) than the staff themselves {twenty-seven per 
cent for doctors and twenty per cent for nurses). Whereas 
the nurses were lower in using "other staff" as a criterion 
for integration of the chaplain into the staff, they were 
most frequent in mentioning therapy -- actually doing effec-
tive work and counseling with the patients or in some way 
contributing direatly to the care of the patients -- than 
any other group, fdlfty-eight per cent of the nurses mentioned 
this factor. Doctors and patients averaged about the same 
as t.he chaplains in mentioning this factor, forty-four per 
cent, thirty-seven per cent, and thirty-nine per cent res-
pectively. Doctors put little stress on clerical status and 
in this factor resembled the chaplains who also mentioned 
their clerical role seldom, nine per cent and eight per cent 
respectively. Patients referred to this clerical status, 
or representation of the church per se more than twice as 
frequently as the former two groups. These categories seem 
to include all, or nearly all, of the criteria whereby the 
chaplain's integration into the staff is judged, and very 
few gave any other reasons. For a detailed analysis of 
the above data, see Figure XIV showing the relation of the 
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chaplain's perception of his integration into the staf:f 
as related to that of the other three groups. Codification 
of these data is illustrated on the tabulation sheet, Figure 
XX. 
In' analyzing responses to the question of how relations 
with doctors and nurses could be improved, the same categories 
were used as in the above question, but two other dimensions 
were added since naturally the greatest number of responses 
would fall in the group heading nother sta:ff. n Nevertheless, · 
nine doctors and elvven nurses cited good relations between 
chaplain and themselves as indicated by direct work with 
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the patient, demonstrating the effectiveness of the !3haplain' s 
role. Yet only one chaplain mentioned this factor in improv-
ing relations with doctors, and two with nurses. · Doctors, 
nurses, and chaplains mention administrative factors, schedules, 
policy and facilities, about the same number of times. 
Moving to another dimension of analysis, that of whether 
this a~PempP to improve relations between staff and chaplain 
should be initiated by the staff or by the chaplain, it is 
seen that the nurses very frequently (thirteen times) mention 
the need for mutual· initiative, or co-operation. The chap-
lains mention this only once. This indicates there is more 
opportunity and desire for co-operation on the part of the 
nurses than the chaplains realize, ~.e. on an individual basis. 
The nurses agree with the chaplains that there are many 
opportunities for improvement of relations between them on 
i 
i 
I 
the group level, i:P. which ease the initiative rests with 
I 
the chaplain. This was almost always in rererence to the 
i 
chaplain interpreting his role to the nurses by means of 
I 
I 
lectures to groups! such as nurses' classes or staff meetings. 
From doctors, the ~other starfn category was used eleven 
i 
times to express ihdividual relations and eight tin:e s to 
i 
designate group relationships. There are many ways in which 
i 
chaplains can avai~ themselves of this receptive attitude. 
I 
These data are preisented in graphic form. on Figures XV and 
I 
XVI and may be comtPared with Figures VII and VIII, in which 
I 
the chaplainst redponses to the same questions are shown. 
i 
The first pant of question 8 for doctors and nurses 
was discovered to :be rather meaningless because if the 
i 
person answered "1tes" (relations could be improved), nothing 
i 
is still known abqut the present relations. One nurse, who 
I 
said relations we~e excellent ("wonderful spirit of co-oper-
1 
ation here"), alsd went on to point out several ways in which 
I 
I 
.they could be im.p:¢oved. If the respondent answered ".No" 
I 
(relations could tiot be improved), it coUld mean either that 
relations were ex~ellent or that there was such inherent 
i 
tension in the st~ff that no improvement seemed possible 
under the present conditions. Therefore the main value of 
the first part of 1. this question is merely to introduce the 
opportunity for a~kingthe latter part, which has been dis-
1 
cussed above. I 
! 
In answer to qhestion lo, the doe tors and nurses were 
I 
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very vague and general in their responses but almost always 
indicating that the patients were favorable toward the chap-
lain1s work. A tew respondents clarified this general remark 
by comparing patients to the :population at large; among any 
group of :people chosen at random from the community, there 
will be those who are enthusiastic practitioners ot religion, 
those who are hostile to it, and a large group in between 
who "take it tor granted" {as one doctor said). 
When patients were asked in .question 7 if the hospital 
chaplain was as acceptable to them as their own pastor (if 
he were available), thirty-three patients replied "yes" and 
twelve replied nno. 1' Then they were aslced to give reasons 
for their answer. 
In the case ot patients who felt the chaplain was as 
acceptable to them as their own pastor, Bhme replied they 
were not well acquainted with their own pastor because he 
had come to their parish recently. (None volunteered that 
they were lapsed members or inactive.) Nine out ot the 
forty-five patients referred to the chaplaints role in a 
universal sense,. e.g. "He's a minister same as ours"; n.All 
ministers have the same purpose in mind"; "He talks for all 
denominations." Three patients said the chaplain visited 
them more often than their own minister, one explaining that 
her minister was too busy, whereas the chaplain had more 
time. Four patients referred to the chaplain's denominational 
background. 
Among stating that the chaplain was not as 
acceptable as their own minister, responses were of two 
types: the o,e referring to denominational or creedal 
differences, tlhe other to the short length of time the 
' l 
! 
patient had knbwn the chaplain. bamples of the former 
I 
i 
are: "We havet different beliefs"; "I prefer old-time 
I 
religion"; and\ "He's of a different denomination." The 
I 
latter is illu!strated by these excerpts: ''.My own minister 
I 
has known me ~1 my life," or "The chaplain is a new-found 
friend who doe~n't know my background." Naturally this 
would vary depbnding upon the tenure of the local pastor 
I 
and the length! of hospitalization as well as the frequency 
I 
of visits the home pastor makes, dependent upon his distance 
from the hospi~al.. Nevertheless, the majority of patients 
:find the hospital chaplain as acceptable to them as their 
own pastor ( if their pastor is available). 
I 
4. SUmma1y. In order to discover what other people 
expect of the 1ole of the chaplain, or how they perceive 
I 
his role, it h~s been the purpose of this chapter to analyze 
I 
their response~ to various questions about the role of the 
I 
I 
chaplain. Theipeople to whom the role of the· chaplain 
I 
seemed most mefningful and the people who were most available 
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to give such r~le perceptions are doctors, nurses, and patients. 
! 
In malay cases, lthe same question, or an equivalent questio:m. 
getting at the same ~actor, was asked o~ these persons as 
was asked of the chaplains in these same institutions. The 
key figure in distributing questionnaires to these people 
or providing the opportunity ~or interviewing them was the 
chaplain. The advantages and problems of using this method 
of selecting the sample were discussed. Codification and 
analysis of the data, thus obtained, followed the same 
pattern as that used with the data ~ram the chaplains' res-
ponses. 
Others' perceptions of the !nle of the chaplain were 
grouped under three headings: i. Others' perceptions of 
the ehaplain•s activities and functions, i.e. what other 
people thought the chaplain was doing, could be doing, or 
ought to be doing. ii. Communication with the chaplain, 
i.e. in what instances he was referred to and by what 
methods. and iii. Others' attitude toward the integration 
o~ the chaplain's role into the health team or staf~, i.e. 
whether or not other people interpret his role as a necessary, 
functional, or dynamic part o~ the larger team o~ professional 
therapists. 
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iCHAPTER 
I 
SIX 
i 
CASE STUDirns OF TEE ROLE OF THE CHAPLAIN 
I 
I 
The precedi~ two chapters have dealt with the per-
ceptions of chap~ains, doctors, nurses, and patients regard-
: 
ing the role of }he chaplain. Thus a generic conception of 
I 
the chaplain1 s role is inferred from a survey of the four 
I groups of person~ mentioned above. However, this leaves 
i 
a somewhat fragm$ntary impression of answers to specific 
questions on the!one hand, and a false stereotype or fixed 
pattern of chapl$incy, on the other hand. It should be 
I 
stressed that ea¢h of the thirty-nine chaplains who responded 
I 
works in differe~t situations, in hospitals of varying sizes, 
types, and administrations. chaplaincy may be a long-standing 
I 
i 
tradition in one jhospital and a recent innovation in another. 
I 
The variables ar~ innumerable if one includes regional, social, 
I 
historical, poli,ical, denominational, and economic factors, or 
if one were to aQcount for all the personality factors that 
I 
influence the role of each individual chaplain in his pro-
1 
fessional work mid interpersonal relationships. 
i In order to 1present a unitary picture of the chaplaincy 
in a particular ~ituation, the case study method will be 
! 
used. This apprdach takes into account the uniqueness of 
each individual. i Four chaplaincies will be presented to 
I 
show individu~ differences because of administrative 
I 
arrangement, tyPe and size of hospital, and personal fac-
tors. The gen~ral medical hospital discussed below is 
I 
typical of manr large hospitals with an intensive teaching 
I 
progr~, resea~ch projects, and rapid tum-over of patients. 
The large state mental hospital is obviously another type 
; 
requiring diff~rent methods and approach on the part of 
I 
the chaplain. : Church-related hospitals may have a com-
I 
prehensive chaplaincy program or may depend upon a local 
parish pastor to give part-time service as chaplain. Both 
these types wi~l be illustrated in the last two cases. These 
cases were cho~en because of the c.onditions they represent 
i 
and because th~y illustrate the development of many other 
chaplaincies. [Also there were sufficient data to give a 
more detailed role description of the chaplain, his work and 
I 
his relations~ps. 
1. Chapl~incy in a general hospital. 
I 
1 
i. Introductory information. This hospital is adminis-
tered by a med;tcal school and its 1100-bed capacity is filled 
' I 
with patients ~rom all over the state. Special research 
facilities att~act patients from great distances, many of 
I 
them being refbrred because their local hospitals and doctors 
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cannot handle their complicated cases. The obvious implication 
for pastoral ckre in such a large hospital. ~is that the lone-
' 
liness of the patient is increased due to his being away 
from relatives! and friends and the unlikelihood of his own 
. i 
pastor's being !able to call· upon him. Also the patient's 
condition is otken more ·serious than that of the average 
I 
hospitalized person. Usually over eighty per cent of the 
I 
I 
patients are P~otest·ant, so t(he load is· too great for local 
clergymen in t~is vicinity to assume in addition to their 
I 
I 
parish work altlhough some of them have taken an interest 
i 
in doing hospitial visitation as volunteers. 
Interestel: clergymen and physicians organized a group 
to foster a eli. ical pastoral training program during the 
sunnners from 1ebs to 1942. In 1945, a fullt.time chaplain 
was appointed ap.d supp5rted by funds from various sources 
i 
outside of the ~ospital, such as councils of churches and 
I 
I private gifts. ! The present chaplain came to this position 
I 
I four »:ears ago,: in 194?, and has been paid directly from the 
i hospital budget as a full staff member :for the past year. He 
, 
I 
is thirty-eighti years of age and was ordained thirteen years 
ago. He has haf about six years of parish experience and 
four years of m~litary chaplaincy. experience. He is a member 
I 
of the Methodist church. He has recently bought his own home 
I 
I 
I 
about two miles\ from the hospital. He is married and has two 
children. 
11. Functibns and activities of the chaplain. The number 
of hours per werk that this chaplain spends in the. activities 
of his role is ~istributed as indicated on the next page in 
i 
Table 4. He sthted that different activities varied from 
I 
I 
-week to week, but that'this would be the average of a typical 
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week. 
Table 4 
Time dev to services rendered each wemk 
Average no. 
Activit or function of hours 
er week 
Individu~ visits to patients •••••••••••••• ls 
Conducting! worship services •••••••••••••••• 6 
Counseling! personnel ••.•••••••••••••••••••• 3 
Discussion! groups •••••••••••••• ·•• • • • • • • • • • • 1 
.Ad.ministrartive work ••••••••.•••••••••.• ~ •••• • 15 
Talks or lectures in hospital~ •••••••••••••• t 
Talks or lbctures outside hospital ••••••••• 3 
Other: I 
Profess!'·onal meetings ••••••••••••••••••• 1 
Consult tion with pastors ••••••••••••••• 3 
Office risits from out-patients ••••••••• 5 
study ~d research •••••••••••••••••••••• lO 
l Total ••••• 65i Two worship ervices, about forty minutes each, are 
conducted each ~day morning in a medical school classroom. 
A curtain reachin from floor to ceiling, is pulled across 
the entire front f the room to cover blackboard, X-ray 
viewing machine, tc., and provide a neutral background 
against which are
1
placed a portable altar, cross, candles, 
I 
and a religious pfcture to for.m a worship center. Volunteers 
I 
from student reli~ious groups help transport patients to the 
services so as to I save the time of nurses, whose number is 
I 
. I 
greatly reduced o~ Sundays. The chaplain has demonstrated 
that it is not ne~essary to have a permanent chapel in order 
to carry on an ac~ive, effective group worship program. 
I 
I 
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However, this chaplain said it is the responsibility of the 
chaplain to interpret the needs of his department to the 
administrator and to explain the facilities that are needed 
in ter.ms of chapel, office, equipment, etc. When a new 
addition has been built adjacent to the hospital, there will 
be space devoted to chapel, chaplain1 s office, and waiting 
room. The best way to get added facilities is to demonstrate 
the need for them in a tangible way. 
Holy Communion is administered regularly with apparently 
favorable patient reception among a varied, Protestant popula-
tion. The Catholic chaplain uses the same portable altar and 
room, and the relationship i~ congenial •. He .comes on a part-
time basis, without pay, and is maintained by the local Roman 
Catholic hospital nearby. 
Lectures inside the hospital are given to incoming 
classes of student nurses and medical students to orient 
them to the role of the chaplain in the care of the patient 
and suggest when it may be helpful to make referral to him. 
Lectures outside the hospital are usually in the for.m of one-
day institutes or conferences of clergymen or both clergymen 
and physicians interested in better inter-wrofessional 
relationships andthe dynamics of pastoral psychology, the 
role of spiritual and emotional factors in health and illness, 
and related topics. He considered this a public relations 
I 
aspect of his work, as liaison between the hospital and the 
community {which in this case is the whole state). Often 
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the result of th conferences is the establishment of 
chaplaincy progr s in local community hospitals by a 
rotating, volunt arrangement among the ministers. 
A major act chaplain, which cannot be 
listed on a weekl basis, is the summer course of clinical 
There are now two of these courses, 
one a beginning c urse for siX weeks, the other an adv~eed 
second six-weeks period. During these 
courses the chapl in assumes an educational and supervisory 
role, an~ has les contact with patients because the students 
do most of the be side, pastoral calling. Nevertheless, while 
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his role 
with the 
ents bedomes less intense, his relationship 
personnel becomes more intense. Practically 
every department f the hospital is represented on the lecturing 
schedule of the c9urse. 
In effect th"s means that, whereas during the rest of 
the year, the 
general staff of 
ain is desiring to be included on the 
e hospital as an integral member; during 
the course, many dfctors, nurses, social worke~s, occupational 
therapists, etc., ~re happy to be invited to be on the chap-
lain' s''staff". This cements relations and creates mutual 
I 
respect. In fact, !sometimes an unco-operative staff member 
I 
changes to an enth~siastic supporter of the chaplain's work 
I 
after being includ~d on the lecture-discussion program of 
the clinical pasto~al training course. Another influence 
the summer course ~as on the role of the chaplain is to 
i 
I 
I 
I 
II 
give his work the status of a department by mere virtue 
of the numbers involved in calling on patients. During 
., . 
the rest of the year, he is a department of one; but during 
the summer there are ten or twelve «chaplainsff who are seen 
on the wards, in the elevators, or going to the dining room. 
Among these activities, the chaplain wished he could 
spend more time on personal contact with patients. Secondly, 
he is eager to do more research in the field of clinical 
pastoral training, pastoral psychology, and chaplaincy work. 
He is working on a doctoral program in the field of guidance, 
using material from the summer courses for his research. A 
third activity in which he would desire to spend more time 
is that of having discussions with ·doctors and nurses regard-
ing co-operation in the care of the patient. However, the 
personnel already have an extremely heavy schedule, and 
further conferences are difficult to arrange. He would like 
to be included on staff meetings more often. This chaplain 
spent an average of sixty-five and a half hours per week in 
the perfor.mance of his work as chaplain~ In a large hospital 
the chaplain must of necessity be selective in the activities 
he undertakes and the time he allots to each. 
This chaplain considers the following aspects of his 
work unique in the sense that they could be done only by the 
chaplain: preaching services (worship), pastoral calls on 
the sick, and the leadership of the clinical pastoral train-
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ing course. He feels that administrative work, correspondence, 
and other office work could be done by a secretary and would 
save his time fo other activities. He has had a combination 
of volunteer and !part-time secretaries, and feels the need 
for a full-t~e 1ecretary not only for the above-mentioned 
duties, but also ~o serve as a means of contact when he is 
away from the of~ice calling on patients and other duties. 
. I 
Again, he feels tihat this addition to the budget of the hos-
pital must be intb:rpreted to the administrator and the need 
i 
for it demonstrat~d as in the case of chapel facilities. 
I 
I The most frequent requests for service are for counsel-
ing vnth w~rried ~r anxious patients and those who are facing 
some crisis such ks surgery. The next most frequent type of 
I 
service requested! is to minister to the chronic patients with 
adjustment proble~s. The third most frequent type is that 
.ot other minister~ who come to the chaplain tor advice and 
help in how to cobe with difficult problems in their own 
hospital visitati n work either in this hospital with their 
own parishioners r with their own parishioners in various 
communities where 
1
they are located. In. other words, the 
chaplain has come [to be known as a specialist in pastoral 
I 
care and pastoral ipsychology. Ministers do not like to 
I 
consult another c1lleague in a neighboring parish or of the 
same denomination,! but are evidently more willing to come 
to the chaplain w~th their problems because he is sui generisq 
i 
iii. Commun~cation between chaplain and others. This 
! 
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chaplain finds fro~ his experience that the three most frequent 
sources of request tor semvice are from non-staff members. 
He rated these sources in the following order: tn) patients, 
(2) clergymen, (3) relatives. At first glance, this gives 
the impression that he does not have much communication 
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with the staff or that they ignore him. However, he intro-
duced, several years ago, a routine channel of communication 
which supplants the need for many individual referrals and 
increases the requests from patients directly. Upon admission, 
each patient's religious preference is asked and noted on 
his general information card. A copy of each newly admitted 
patient's record is sent to the chaplain of that faith. 
Every morning these cards for Protestant patients are brought 
to the chaplain's office. 
A volunteer visitor distributes "A Message from the 
Chaplain" personally the day of admission, so that within a 
very short time after admission, the patient knows about 
the chaplain and has read his introductory letter stating 
that he is available at any time. The following excerpt 
structures the relationship clearly: 
Dear Friend: 
The chaplain of Hospital wants you 
to know that although your illness has temporarily 
removed you from your home and friends and placed 
you in the:1strangemess of a great hospital, you 
are not forgotten. Your Church is represented 
here by the Chaplain who is ready to assist you 
in every possible way. 
If you feel the need for spiritual support, 
or desire the ministration of the sacraments of 
your own Church ••• or wish only a friendly eall, 
aSk your do~tor or nur.se to notify the Chaplain and 
he will calf on you •••••• ;Religious services are 
held in the\Chapel each week •••••••• 
On the back of t is letter are prayers, meditations, and 
hymn verses. By this routine channel of communication, 
the chaplain has of and is introduced to each 
Protestant patien without having to rely upon the staff 
individually. e is an example of administrative planning 
to strengthen the role of the chaplain in communication with 
the patients. 
The chaplain is not invited to staff meetings, and 
feels that this o is a handicap to his work. In 
making referrals to doctors, he stated that older doctors 
were more receptiv to such comments than younger ones. 
Younge·r, less expe ienced doctors feel a bit insecure and 
defensive, whereas
1
older doctors, specialists, and heads of 
departments have e ough status so that suggestions about 
patients are not reataning to their ego. Also he has 
found that referr s are accepted more receptively when 
doctors acquainted with the chaplain and know 
what to expect an bhve seen the results of some of his 
I pastoral calls. 
Two types of n gative communications exist according to 
his experience: (1 Misunderstanding a~ to what the chaplain 
is doing or can do; \fear that he may be trespassing into the 
doctor's field or miy disturb the patient and make him worse. 
(2) Administrative ~olitics whereby the chaplain is used as 
I 
I 
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a "Whi~~ing ~ost.n Mention has already been made o~ the 
dynamics of ~rustration and agg·ression. In other words, 
if a staf:f member is frustrated by some administrative 
restriction, he may take out his aggression on someone who 
will not be in a ~osition to retaliate. This is not done 
consciously or deliberately, but is an unconscious process 
of seeking an outlet. 
) 
iv. Integration of the chaElain's role into the health 
team. The chaplain in this hospital sa!d he considered him-
sal~ an integral member of the health team, but that he 
doubted i:f the staff would miss him if the chaplaincy program 
were to be abandoned. This attitude does not correspond to 
the action which the hospital took when the voluntary sources 
of income for the chaplain were no longer available. It 
was at the insistence of the senior doctors and depa~ment 
heads as well as the top administrators that the cha~lain 
was put on the hospital budget and the chaplain given an 
increase in salary. One highly respected doctor said, "We 
just couldn't do without him." 
S~ilar to the other chaplains, this man would like to 
be recognized in group relationships, such as at stat~ meet-
ings and case conferences. Because of this lack o~ being in 
group meetings_ of the sta~:f, he said, "They don't know what 
my status is; they never see me.u Nevertheless, he ~eels he 
is· accepted as the chaplain in the ~ollowing ways: "By their 
willingness to discuss the patient's problems, by recognition 
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in the halls and general friendliness, and by willingness 
to lecture to the swmmer course in clinical pastoral train-
ing, and willingness to present patients to that group. 
Relationships with nurses were considered as good as could 
be expected, partly because of his lecture opportunities in 
the nursing classes. 
v. Motivation and personal factors in the role of 
the chaplain. Because the chaplain's most satisfying exper-
ieneesin the parish (six years) were in counseling z:elation-
ships, he sought further training in the field of psychology 
of religion and pastoral psychology. His experience in the 
military chaplaincy strengthened this interest in counseling. 
' At the same time, his preaching in the parish situation had 
been more or less of a chore. In the parish, he felt tgat 
preaching was considered the most important function, whereas 
in the hospital chaplaincy, it is a smaller part. Chapel 
services are brief so as not to tire the patients, and the 
sermons average from seven to ten minutes. 
"Understanding how the patient feels, empathy, and the 
ability to appreciate his needs," were consid.ered his greatest 
strength in fulfilling the role of chaplain. On the other 
hand, he considered personality conflicts within himself as 
his greatest weakness. One's "ovm difficulties and blind 
spots take too much time ••••• (and make one) inefficient." 
Be plans to stay in the chaplaincy field as a permanent 
work; but if he were to change for any reason, he would go 
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i 
back to parish rork. In addition to the religious purpose 
I 
and emotional rtwards of the chaplain's role, he considers 
the financial s~curity an attractive feature of this type 
I 
of ministry. I 
i 
This case ~tudy has described the activities and functions 
I 
of an individua~ chaplain, his relationships with the staff 
I 
and patients, sqme of his techniques and contributions, and 
how he t'ihnds hisi role in the institution and the staff as a 
1 
group. .Also, t~ unique meaning of the role to him personally 
I 
was illustrated ~Y his personal reactions. It should be 
~mphasized again\ that the role of chaplain and the role as 
I 
an individual pe~son are closely inter-related. Therefore, 
I 
I 
even if there ar~ certain constant factors or consistent 
I 
attitudes toward\ the "rolefl of chaplain, they are modified 
by individual pe~sonality needs and idiosyncracies, habit 
I 
patterns and sub 1ective interpretation. 
i. 
i 
is located on th~ outskirts. of a large metropolitan center. 
I 
Of the two thousand nine hundred patients,· seventy-five per 
! 
I 
cent are Protest~t, which is obviously more than one chap-
1 
lain can serve efteectively. This chaplain hasl'eeen active 
I 
in the state-wide\ association of mental hospital chaplains, 
which has worked tor higher standards and wages as well as 
I 
! 
professional reco~nition in the state civil service system. 
i 
The chaplain was 4~pointed by the hospital superintendent 
i 
five years ago. lie was ordained by the Methodist church 
i 
nine years ago an~ is now thirty-nine years of age. 
I 
When the hospital originally built a chapel on the 
I 
grounds, the unde~standing had been that it would be avail-
able to all denominations. But it was many years before the 
. I 
Protestants too~a$ interest in chaplaincy services; and by 
I that time the Ro• Catholie chaplain had a well established 
precedent in the ise of the chapel. As it had been fully 
I 
equiJ!ped with Rom.n symbolism and statues, the Protestants 
I did not feel they! could use it for their worship services. 
One of the projec~s of' the present chaplain is to build a 
chapel and parson~ge for 'Which J>lans have already been 
' I 
approved and some1money raised. 
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ii. Functio~s and activities of the chaplain. The fol-
i lowing table shows how the chaplain spends his time each week: 
Table 5. 
I Time de¥ot·ed to services 
I 
Activitr or function 
i 
I 
rendered each week 
Average no. 
of hours 
per week 
Individ~al visits to patients •••••••••••• l8 
Conduct~ -worship services •••••••••••••• 5 
Adminis~rative W"Ork •••••••••••••••••••••• 5 
Lectures in the ho·api tal. • • • • • • • • • • • • • • • • 1 
Lectures outside the hospital •••••••••••• 6 
Staff m~etings about patients •••••••••••• 6 
Clinica~.· training once a week •••••••••••• 4 
r Total ••••••• 45 
.----
The clinical 
for local -cl 
lectur-es 
I ning conducted one afternoon a week is 
who go on t-ours through the wards, hear 
atatf and participate in discussion of 
I 
specific eases. \ During the summer, there is a three-month 
course o:f clini+l pastoral training. TWo theological schools 
in the state senr students for this training.· During 1951, 
I there were seven\ enrolled in this summer course. The main 
empha41s is upen\ direct contact with }>atlanta. The students 
spend most of th~ir time talking with patients and conducting 
I 
I group activities: such as s~orts and musical programs. This 
I 
cha~~in gives aJ average of one lecture a week to classes 
I 
.. I 
of student nurse~. 
The six hods a week that this chaplain spends in talks 
I 
and lectures outsfide the hospital he considers of a public 
I 
relations natnre.l He speaks about mental health and inter-
. 1. 
prets the mental ~ospital to the community. In his contacts 
with clergy and churches, he tri~ea to raise money for the 
propOsed chapel. I 
Each patient I is seen by the chaplain within twenty-
1 
four hours after ~dmission. The chaplain feels this is a 
I 
very significant ~ork because many patients have been brought 
I 
by the police or ~ some other coercive manner; and they need 
to see a figure tJey can trust and who can allay some of their 
fears about the h~spital. He spends ten of' his s~teen hours 
of' pastoral calls i,on new admissions. Worship services occupy 
I 
five aours a week.\ He limits administrative work to one 
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hour a day. 
A tn>ical day for this chaplain is as follows: From 
8:00 to 9:00 he devotes to administrative details and 
correspondence. Two hours each day, from 9:00 to 11:00, 
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are spent with new admissions. From 11:00 till 12:00, he 
has interviews or attends ~taff meetings. Ward calling, 
either of~a routine nature or with specific counseling eases, 
occupies the time from 1:00 to 3:00. From then until 5:00, 
he is in his office available for interviews or conferences 
with }Patients, relatives or personnel. Occasionally clergy-
men come to discuss one of their members with him. 
When asked which activities he wished he could spend· 
more time on, he listed personal counseling with patients 
first. This is understandable in such a large hospital where 
there is always the depressing feeling that one is contacting 
only a small percentage o.f the patients .for whom one is re-
sponsible. Secondly, he wished he could spend more time on 
specifically religious group activities such as more worship 
services, h'YJil!l singing, Sunday sehoihl elasses, mid-week ser-
vices and more regular eollilnU.nions. For this braader }Program 
both more facilities arid a larger staff would be raqui~ed. 
As in the ease of s~er.al other ehaplains.in large mental 
hospitals, there is a .feeling that the chronic wards are 
neglected because the chaplain's time is consumed by the 
patients for whom recovery is more likely. This chaplain 
felt the stress and tension of having to choose his watients. 
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A distinctive and -e:f'.fective aspect o:f' this chaplain t s 
ministry is with alcoholics. He works in close co-operation 
with the Alcoholics .ilnonymous groups :f'rom the city who have 
permission .from the hospital to carry on their program. The 
doctors and nurses who are acquainted with this work testi-
:f'ied to the valuable contribution of' the chaplain in this 
field of rehabilitation. The chaplain stated that sixty-
seven per cent of' the alcoholics were discharged without 
repea:king; and that eighty-one ]ler cent o:f those with whom. 
the chaplain and Al.coholics Anonymous had had more than three 
contacts did not return to the hospital. The Chaplain felt 
that the heavy_ load of' public relations speaking engagements 
he undertakes could be equally well per:f'or.med by someone else. 
In the past year he has spoken to one hundred-sixteal. groups. 
The most frequent requests :f'or service involve personal 
problems and .f~ily adjustment difficulties. The next most 
frequent requests deal with the treatment program. Doctors· 
eo-ordinate and direct therapy, but the chaplain is often 
asked to help facilitate treatment. He is often asked to 
provide devotional material, which must be selected care-
fully so as not to be threatening but rather meet the needs 
of' the individual patients. The chaplain's of:f'ice is in the 
library building, which has advantages in circulating litera-
ture and utilizing the cataloguing services of the librarian. 
111. Communication between chaplain and others. In 
order to en courage referral and te interpret his role to 
the sta:f:f~ the chaplain gives each doctor~ nurse and attendant 
a statement in which some occasions :for re:ferra:ib are suggested: 
For hel:p fu knowil:lg when to contact him~ the 
:follo~ng situations are those in whichhe would 
like to be called: 
1. When any non-Roman Catholic patient is scheduled 
:for surgery. 
2. When any non-Roman Catholic patient is considered 
critically ill or is placed on the critical list. 
Should the patient be Jewish or Greek Oathodox, he 
will contact the Rabbi or Priest of that .faith and 
arrange :for him to visit that patient. 
S. When patient expresses interest in religion by 
desiring-to see a clergyman or by making some signi-
ficant response to a religious matter or situation. 
4. When a patient raises questions about matters 
~ertaining to religion. 
5. When a patient asks :for religious literature, such 
as a Bible Testament, prayer book or devotional material. 
6. When a patient expresses concern over matte:rs o:f 
moral or ethical conduct which could be allayed by 
:religious help. 
?. When it see~ to be a need :for a possibility o:f 
correcting misin:formati on about 'belief or practice. 
8. When it seems that contact with a clergy.man will 
be hel~:ful in supportive relationShip. 
9. When it is :felt a religious association in the 
patient's home community would be helpful in develop-
ing a g:reater sense o:f belonging~ or would provide 
an opportunity :for increased social contacts. 
10. When t~e :family o:f apatient would be benefitted 
by the ministry o:f the chaplain in times o:f uncertainty 
or bereavement. 
11. When there is a request .for the sacraments of 
.the Church on the part of the.fam.ily of a patient 
or the part of a patient himself'. 
12. When any visiting cle1tgy.man asks information 
about a watient or about the religious ministry 
in the hospital. 
13. When any employee ·or student wishes the hel]l 
of a clergyman, or wishaa information about the 
orders, sacram.ents or serv1,ces of rel1,gion. 
14. When l:Rckground information is needed concern-
ing the nature o~ }f>ractice of any religious denomi-
nation or body. 
This suggestive list ~ii1ri::fies the :f'tlnctions and role of 
the chaplain by giving specific examples of needs that can 
be met by his ministry. T.his is not the only Protestant 
chaplain who considers his field to include "any non-Roman 
. 
Catholic patienttt; most chaplains mentioned that they did 
I 
not discriminate between church members and the un-churched. 
This chaplain finds that patients requewt service 
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most frequently, the social service department next most 
frequently, and the nurses and doctors third most frequently. 
Patients request his se!'vices because each one has met him 
personally very soon after arriving at the hospital. Re-
ferrals from socia~ service usually involve the family rela-
tions, marital pro~lems, or hel~·in getting the patient adjust-
~o his h1m. · colillllUllity and chur-ah contacts. The chaplain 
works with the clergy whom he has met in his speaking contacts. 
When doctors make .referral, thej'have in mind the contribution 
of the chaplain to th~ therapy of the patient such as dealing 
with some specific religious conflict or moral problem. 
When there is negative communication, it usually comes 
from conflict in religious loyalty. Some of the Catholic 
nurses refer Protestants and Catholics alike to their priest. 
Or they may discourage Protestant patients by asking them, 
''What do you want the chaplain .:for?" However; generally the 
' 
attitude of' the sta.:f.:f is entirely favorable and co-operative. 
iv. Integration o:f the chaplain's role into the health 
team. The chaplain in this hospi t..al .feels he is considere-d 
an integral member of' the sta.ff'. His opinion is valued by 
sta.ff members both in determining treatment and in the dis-
position of the patient. He is directly responsible to 
the su])erintendent of the hospital the same as any other 
department head. During any month practically every depart-
ment of the hospital comsults the chaplain about some problem 
or service. They all work eo-operatively with him and he 
reciprocates by trying to fit into their schedules and 
programs .:for mutual convenience. 
In order to improve relations with doctors, this chap-
lain .:feels that it would be helpful if' he bad a chance to 
~· present the rfationale cf' the chaplain's services and :t'anctions 
at a staff' meeting. Other department heads could aso inter-
pret their specialties and services at bi-weekly meetings 
Where papers could present their points of' view and roles. 
Among nurses most of the interpretation of' the Chaplain's 
role is done in classes .:for student nurses. It is helpful 
to explain the Chaplaincy to new employees. Generally he 
thinks he is definitely accepted as cha~lain. He is not 
only invited to staf'.f meetings, but is _expected to attend, 
and attends twice a week. Unlike many other chaplains, 
this chaplain feels recognized not only on an irrtividual 
basis but also on the group level. One nurse spoke of the 
chaplain's contribution to the care of the surgical patients. 
Many patients who are apprehensive of anaesthesia respond 
better and are more rela~ed before surgery if' the chaplain 
has called on them. What the chaplain does. "is beyond us", 
- " 
she said. The contribution of the chaplain to the ckre of' 
the J'B.tient is unique and complements the work of the other 
members of the health temn. 
v. Motivation and personal. factors in the role of the 
chaplain. The reason this chaplain gave .for going into 
this work was that he felt the church was ignoring those who 
we:r>e in&;t;itutional.ized and limiting its interest to the 
parish. ttThe mental hospital is nobody' s parish." Yet · 
-
religion should be part of the life of the ~atients as well 
as of' people outside the hospital. He considers his greatest 
strength in his work as chaplain a sympathetic understanding 
of how patients feel. ''I can understand how most shocking 
. 
things can happen", he said. His temper bothers him in 
dealing with the staff, but he can keep it under control 
in patient contacts. 
T.he role of the hospital chaplain is satisfying to ~im 
personally. He plans to st·ay in the chaplaincy the rest o:r 
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his life. Re is the only chaplain interviewed, whose wife 
is also a paid member of the staff. Ris wife is employed 
as a recreational therapist. This gives added financial 
seeuri ty. The average minister's wife does not usually 
feel free to hold a fUll-time, ·paid position. There does 
not seem to be such intense and circumscribed social expecta-
tions of the Chaplaints wife and family as is the ease in 
the case o:f the parish pastor's .family. As in the ease or 
many eha~lains who teach a course in clinical pastoral 
training, he would enjoy teaching religious psychology 
and pastoral counseling in a theological school in case he 
were to give up the ehaplaincy. 
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Admitting many similarit~es between the role o.f the 
chaplain in a general and a mental hospital, there are 
differences in approach and program due to the type o.f illness 
of the patients, their length o.f stay, and the social st~eture 
of these two settings .for the role of chaplain. Also there 
are differences in personal demands and perspective between 
the acute and chronic patient. In a mental hospital there is 
more likelihood of the chaplain's being a regular attender at 
sta..f:f meetings and .. the hospital :r-es~bling a semi-permanent 
collllml.nity thalli ttn a general medical h-o-spital. ·.This cas·e study 
has shown that the.type of hospital influences the role of 
the chapl~in in several ways. 
3. Intensive chaplaincy in a church-related hospital. 
i. Int~ductory infor.mation. T.he fact that this case 
study is in a denominational hospital setting is not only 
indicated by the name of the hospital but also by its close 
relation to churches of that denomination throughout the state. 
Judging by the number of workers in the Department of Reli-
gion~ organized in 1945~ this hospital has the most intensive 
religious ministry of any hospital included in this survey. 
It was felt that if the church was to justify its sponsor-
shi};l of a hospital, there irms't be an active, intensive and 
qualified religious ministry in the hos~ital. 
The scope o.f the Department of Religion includes ttteach-
ing, preaching and reaching." Sunday school classes are 
provided for patients~ visitors and personnel. Student 
nurses have cha~e of Sunday school classes for children. 
Classes for student nurses are provided in Bible, Psycho-
logy of Nursing, Religious Education and Marriage and the 
Family. These are a regular part of the nursing school 
curriculum. Cou~ses in clinical ~astoral training are 
offered in the summer for theological students ani occasional-
ly short courses are given to pastors in various communities. 
Preaching covers weekly vesper services for patients, staff 
and students. Laymen as well as members of the Department 
of Religion conduct these services. Department staff members 
speak in various churChes interpreting the work of the hospi-
tal throughout the state. Medical and nursing students are 
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encoUt' aged to eons:ld er the vocation of medical missions. 
The third service of the Department of Religion# according 
to a pamphlet, is "reaching patients and their families 
--
through personal work of the chaplains ••• A chaplain is 
available 24 hours a day.n 
--The staff of the Department or Religion consists of 
"" 
seven full-time persons. There is a director of the depart-
ment whose function is mostly administrative and !>lillbil.ie 
relations with the churches. The hospital chaplain has 
a full-time assistant chaplain to help h~. A pamphlet 
explains the internship plan. "The hospital offers intern-
ships in the field of pastoral care on the same basis that 
it <:>ff"ers medical internships ••• The hospital furnishes 
room, board and laundry f"o~ single person and pays, in 
addition, a stipend of $41.66 par month.n There are two 
such ordained internes, each staying for a tern:t of one year. 
A student secretary, a woman with a degree in religious 
education, works with student nurses and medical students 
providing discussion and social group meetings as wall as 
personal ccunseling. There is also an office secretary 
for the dapa:r;otment. The budget for this department is 
$20,000.00 annually, which is very extensive considering 
the hospital has only three hundred thirty-five beds. 
The ·chaplain in this hospital formerly owned a store 
and entered upon his theological studies later in life. 
He was ordained into the Baptist ministry at the age of 
thirty-three and has been in this chaplaincy position all 
:five years of his ministry since 1946. He was appointed 
by the hospital, which also pays his salary. The salaries 
of both chaplain and assistant chaplain are higher than 
the average it seems. 
ii. Functions and activities of the chaplain. This 
chaplain spaods the following number of hours per week in 
various activities and functions as shown in ~able 6.: 
Table 6. 
Time devoted to services rendered each week 
Average nol 
Activity or function of hours 
per week 
Individual visits to patients •••••••••••• 10 
Conducting worship services •••••••••••••• t 
Counseling personnel •• •-•.• •••••••••••••••• 6 
Administrative work •••••••••••••••••••••• 5 
Lectures in tbe hospital ••••••••••••••••• 2 
Lectures outside the hospital •••••••••••• 6 
Counseling people from outside hospital •• 6 
Tota1 ••••••••••••• 35i 
Clinical pastoral training is conducted during two sessions 
in the summer. For six weeks, beginning the second Monday 
in January, there is another course designed especially for 
pastors of nearby churches. Although this chapJ.ain already 
devotes four-and-a-half months to the teaching of clinical 
pastoral training, it is also the activity he wishes he eould 
spend more time on. His interest in this teaching field is 
further illustrated by his doing graduate work :for the doctcr 's 
degree in pastoral psychology ever since he began his work as 
chaplain five years ago. In calling on ~atients, he is 
interested in doing more in strictly religious counseling. 
Of the two hundred twenty-nine counseling clients he worked 
with who came from outside the hospital community in the 
past year, he thought the majority chose him because they 
had rejected ps~hiatric treatment or the aid of a secular 
counselor or psychologist. They rather ·turned to a clergy-
man. He feels this is what makes the role of the chaplain 
as counselor unique, that he is a symbol of religion. 
A large share of the chaplain 1 s time is consumed in 
assigning ~atients to the other pastors on the staff, super-
vising the pastoral internes and other administrative details. 
A great deal of time has been devoted to his graduate studies, 
but since that is in the same field as his work, much of that 
effort has re-inforced his role as chaplain. The pastoral 
tNtJV 
calls which he maltes and the counseling he does i8 with spa-
cial referrals, difficult casas and problems the other man 
feel they cannot handle. He said, "Any patient problem on 
the floor that ·causes trouble is referred to me." Also 
.. 
bereavement situations in which it appears that the family 
will have a difficult time in the immediate adjustment to 
the fact o.f death at the hospital. 
iii. Communication between chaplain and others. Much 
that has been said about the above two chaplains in a general 
and mental heapital about referral is also true in this case. 
Immediate contact is made with all patients soon after their 
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admission to the hos])ita.l. Therefore, no introductory 
letter is needed. Because of' intensive interpretation 
to student nurses and other staff members, there is much 
referral .from them. Negative co:mm.unication or resistance 
from the staff is usually due to inevitable hospital routine. 
When this department was first organized and an intensive 
chaplaincy progr~ initiated, most of the staff were sus-
spieious. Especially 4oetors connected with the medical 
school were fearful 1J\ the chaplain' a calls upset patients. 
"' . 
However, referral increased with acquaintance. The chaplain 
is invited to staf'f meetings and attends twice a week. He 
has spoken to the staf'f once a month on group dynrunics and 
human relationships in the hos.pital with a discussion period 
.following. In.vi ting doctors and .nurses to :participate in 
clinical training has fostered better relations and more 
referrals to the chaplains. 
iv. Integration of' the chaplain t s role into the health 
team. It seems that the very number of the staff of the 
Department of Religion gives status to the role of the ~ap­
lain. The chaplain .feels that he is considered an integral 
.member of' the health team because of' the frequency with whieh 
the chaplaincy servie es are used by others on the staff. 
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The best way to become more closely tied in with other mem-
bers of' the staff is by making more eff'ective calls on patients. 
The doctors are most impressed with active participation 
in the care of' the patient and the nurses are also. 
v. Motivation and personal factors in the role of 
the chaplain. This man gave up business and decided to 
enter the ministry because of a tthum.anitarian interest in 
people". He said, ni wanted to help other people because 
-
there were some rough spots I went over myself.:: Our own 
personal problems influence us. We have to work through a 
conflict to know what it can mean.« During his theological 
course, he became interested in counseling. In college he 
had studied under a psychologist. The course in clinical 
pastoral training seemed to combine/both his ministerial 
interest and i-nterest in counseling with individuals. He 
said, «I .pre:ilerred to deal with individuals one by one 
" 
instead of en masse." He feels tihat his greatest strength 
in his work as a chaplain lies in his ability to establish 
good interpersonal relationships. His weakness is to be 
hasty and too directive in his desire for the patient or 
client to solve his problem. 
This chaplain is married and has two children. They 
11 ve in a lovely.J large home near the hospital. There is 
considerable financial security in this pesition. His 
annual salary is $5,400.00, and he receives about $1,200.00 
each year for supply preaching and other speaking engage-
ments. His desire is to remain in the chaplaincy permanent-
ly. But if he were to choose something else, it would be 
full-time teaching in the clinical training field. 
This case presents the most intensive chaplaincy pro-
255 
gram observed in this survey. This is made possible by a 
large number o~ well trained workers, a comprehensive sys-
tem of reaching all the patients and a careful attempt to 
make the Department of Religion and ehaplainey services an 
inte~ra:l part of the hospital staff. 
4. Part-time chaplaincy. Three full-time cha!'lains 
have been presented in the above ease studies. In order to 
make these illustrative cases more representative, amother 
group of chaplains must be included. These chaplains give 
only part of their time to chaplaincy in a given hospital. 
The rest of ~heir time (o~ten a major share) is devoted to 
pastoral duties in a nearby parish or to chaplaincy service 
in one or more other hospitals. This would indicate that the 
need for a full-time chaplain is not understood or accepted, 
or that the necessary funds are not available. 
i. Introductory information. This chaplain did not 
respond to- the first mailing of questionnaires. When a 
request for an interview was made, he gave the following 
reply: 
Your former questionnaire was not retur~ed, since . 
pastoral pressures upon myself and the heavy schedules 
among __ doe tors and :nurses would not parmi t tll:ni.s kind 
of co-operation ••••• ~nce the majority o~ patients here 
are surgical and most other patients acutely ill, + 
should doubt the advisability of subjecting them to a 
questionnaire, since they already have become quite 
thD~oughly ~ed up with history taking and other infor-
mation. 
Nevertheless, he granted a personal interview to the writer. 
The first impression was of a man in a great hurry, but after 
five minutes, a reasonably good rapport was estab1ished in ~e 
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interview relationship. T.he chaplain has held this part-
time position for three years. He isthirty-two years of 
age, and was ordained into the Episcopal ministry in 1944. 
He was appointed to this position by the Board of Directors 
of the hospital, and his salary is paid from three sources: 
the hospital, the diocese and his own parish. He has re-
sponsibility to members of his denomination in another near-
by hospital. Since there is a home for the aged connected 
with the hospital, that constituency also falls under his 
care. He remarked that "If' you took away the chapel services 
for the home for th~ged, there wouldn't be a job for a 
chaplain here." The home for th~ed has always had the 
services of the pastor of the parish even before tbe pre-
sent hospital was built. The historical background of this 
chaplaincy is that of nonn-time chapel services for the 
resjdents of this home. 
ii. Functions and activities o:f the chaplain. Table "7 
shows the distribution of the chaplain's t~e per week. 
Table '7. 
Time devoted to services rendered each week 
Average no. 
Activity or function of hours 
per week 
Individual visits to patients •••••••••••• 21 
Conducting worship services •••••••••••••• 7 
Counseling personnel ••••••••••••••••••••• 7 
Discussion groups {with nurses) •••••••••• 4 
~dministrative work···········~····••••••lO 
Lectures in the hospital ••••••••••••••••• l 
House staff conferences and luncheons •••• li 
Tota1 •••••••••• 512 
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If this is an accurate report of the number of hours spent 
in various aspects of hospital chaplaincy work1 there must 
be a great deal of pressure and tension involved in also 
fulfilling parish obligations. Obviously a full-time chap-
lain would be required. The four hours devoted to work with 
nurses in group meetings is within the Canterbury Club pro-
gram of the local parish; and some of the ten hours of admini-
strative wor.k also includes parish duties. But the remainder 
of this time 1 ovex- forty hours, is spent in the hospital. 
Although the chaplain spends twenty-one hours in calling 
on patients 1 this is the activity he wishes he could spend 
more time one above all others. He would like to have a 
systamatic plan of covering all patients rather than to 
have his calling in:f'luenc~d by the shifting of urgent 
pressures and demands upon his time. He feels that the 
most uni~e service he performs is that of conducting noon-
time chapel services. He emphsized the need for secretarial 
assistance, which would cut do'Wtl the amount of time he bas 
to devote to administrative work. His services are requested 
most in eases of bereavement and crises such as operations 
and acute illness. 
iii. Communication between chaplain and others. T.he 
most f'requ.ent source of' referral is f'rom doctors, secondly 
from nurses, and third f'ro.m pa. tients themselves. In the 
chaplain' a introductory pamphlet there is a pastoral invi-
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tation, which reads as follows: 
Since the Chaplain has pastoral responsibilities 9Ut-
side the Hospital, he is at present unable to visit 
everyone. Therefore, if you would enjoy a visit from fh~ 
Chaplain, a clergyman of your Faith, or your own 
~astor, will you graciously sign your name below, 
detanh this section, and give it to your nurse? 
Name 
-----------------------------------------------
Room ___________ Building. __________________________ __ 
This pamphlet also has verses of meditation and is gi van to 
every patient upon his admission to the hospital. The chap-
lain feels this makes his se·rvices available to those who 
really need him. Since this is the first time t~ere has been 
a concerted effort to introduce some systematic chaplaincy 
service to the hospital., ref"errals from doctors are slow but 
gradually increasing as they become aware of its usefulness. 
He :feels that it is important not to use medical jargon or 
psychiatric terminology when speaking to doctors as it makes 
them defensive. "The .M. D.'s want the chaplain to be a 
man of God and a team member., but not a competitor." 
-One nurse made this remark about the availability of the 
cbaplaint "Too mueh availability creates resistance. It's 
what the student nurses say, 'He's always around'. He is al-
-
ways at their social functions, dances, etc. The girls would 
rather not be on gaurd, but be able to smoke and carry on a 
little." Evidently striving too hard to create good personnel 
relations on a social basis is not appreciated, at least by 
by some of the nursing staff. 
iv. Integration of the chaplain's role into the health 
team. This chaplain feels he is an integral member of' the 
health team. Once he was called by a docto:r> "because a 
. 
patient wouldn't go into the operating room before he 1d 
talked to a clerg:yman." He felt this midnight, e:r:nergenc>y 
. 
call did as much to improve his status as chaplain as any-
thing could. Eating lunch with doctors is helpful because 
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it improves relations without.wast&ng their time. The staff' 
show their acceptance of him. as chaplain by their :t'r:il:lndlinesa, 
eo-operation and by taking initiative in making referrals 
to him and asking him to participate in the care of the 
patient. This chaplain feels it would be a better arrange-
ment to be associated with Jbhe hospital as f'ull-tirb.a chaplain. 
His present relationship necessitates his shifting of atten-
tion and orientation back and forth between parish and hospi-
tal. 
v. Motivation and personal factors in the role of the 
chaplain. This chaplain said, "Irve experienced the love of 
-Christ and therefor-e respond in service to Him in sharing 
what I•ve received with others." .But in the average parish 
. 
one's time is too occupied with "tea parties, ete.". In the 
.. 
hospital you know that each person is "really in ~·" 
- -
His special interest in personal counseling has more chance 
to express itself in the hospital because of the added st~ess 
of illness and their availability for direct contact. 
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In spite of the tensions and dis;tracting aspects of 
his dual relationship, this chaplain is satisfied with his 
position and would like to sta~ in the chaplaincy inderinitely. 
If he were to make an~ change, he would like to have another 
chaplaincy position. He enjo~s attending conferences and 
professional meetings dealing with chaplaincy work. 
This case has illustrated a somewhat typical part-time 
chaplainc~ role showing some of the problems and inter-
personal relationships involved in this pattern of chap-
laincy. Although it may not be ideal, it is possible for 
the part-time chaplain to be fairly well integrated into 
the health team and to contribute to the care of the patient. 
The case study method has been applied to chaplaincy 
in a general hospital, a mental hospital, an intensive 
ministry in a church-related hospital and to the part-
time t~e of chaplaincy. Various factors, such as type of 
administrative status, size of hospital, type of patient, 
sco]'le of the chaplaints activities, communication between 
the chaplain and others, the chaplaints integration into 
the health team, and personal f'actors, have all been shown 
to have an influence upon the role of the chaplain in the 
care of the patient and in the perception of his role. 
The individualit~ of each chaplain and chaplaincy program 
must be bor.ne in mind whenever generalizations are made 
abcm t 1:he role o:f the chaplain. 
CHAPTER SEVEN 
CONCLUSIONS 
The pu~pose of this study# as stated in the beginning 
(pages 16 :r:r.), is threefold: i. To asce~tain the ehaplaints 
functional ~ole; ii. To analyze psychologically the dynamics 
of the ~ole of the chaplain; and iii. To describe the rela-
tionshi~s between the chaplain and others in the hospital. 
In order to achieve this end, four groups of pe~sons were 
surveyed, namely: chaplains, doctors# nurses and patients. 
This multi-perspective approach provided a com~~ehensive 
understanding of the role of the chaplain and revealed its 
dynamic meaning to each of these four g~oups invol~ed. 
The concept of •'role" was drawn from recent wo~k in 
social psychology. The.;;•role concept is useful. not only 
in understanding personality structure and functions but 
also in delineating the interpersonal relationships of 
group dynamics. In the ease of the chaplaincy, the signi-
ficant inte~-profeasional g~oup and social. context for the 
role of the chaplain is the health team, or staff of the 
hospital.. Meanwhile the social and psychological. ~pli­
cations ·of the institutional structure of the hospital 
have to be kept in mind:;. It :ts into this rich ])rofessional 
and social interaction that the chaplaincy must integrate 
its pastoral services if it is to become a vital part of the 
hospital. The chaplain does not function as an isoltated 
worker with an individual patient; he is one ~ong many who 
contribute to the care of the patient. 
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Five areas of the role of the chaplain were investigated. 
i. Introductory information and vital statistics concerning 
the chap]a in 'a work and person.. ii. The functions and acti-
vities of the chaplain's role. iii. Communication between 
the chaplain and others affected br his role. In this case, 
"otb.eratt included doctors, nurses and patients. iv. Integra-
- . 
tion of the chaplain's role into the health team. This area 
includes the extent to which the chaplain is, or wants to be, 
accepted as a functioning member of the staff as a dynamic, 
.interacting groupw v. Motivation and personal factors in 
in the role of the chaplain. 
It was decid·ed to survey a group of representative, 
yet somewhat standardized, people who could speak from their 
own experience about the role of the chaplain. A three-page 
questionnaire was mailed to the chaplains and a one- page 
questionnaire was sent to doctors, nurses and patients. 
Personal interviews were used where possible, and the same 
schedule of questions was followed as in the mail questionnaires 
to keep th~ata comparable. Interviews provided a fuller 
analysis and gave a richer· response because of the stimulus 
and encouragement of interpersonal relations. But, because 
distance limited this method, the mail questionnaires were 
helpfUl in making the study more representative both in 
numbers and geographical distribution. 
The sample. chosen :for this study was the Chaplains t 
Section of the American Protestant Hospital Association 
because of the diverst:ty o:f denominations and tY]'es of 
hospitals represented. From this group were chosen those 
who were accredited by the standards of the American Pro-
testant Hospi ta 1 Association and who were actively serving 
as chaplains as of July, 1951. On the assumption that it 
would be most informative to have doctors, nurses and 
patients who had actual experience with the role of the chap-
lain, the chaplains were asked to select two of each of 
these three tnes o:f persons in their respective hospitals 
for the study.. This method was used both in the distribu-
tion of the 1JUestionnaires and in arrruaging for the inter-,··, .. 
views. 
Out of the forty-five chaplains who qualified for this 
study according to the above eriteria, a total of thirty-
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nine were reached; twenty-one by questionnaire and eighteen 
by personal interview. Fifty-one doctors responded; twenty-
six of these by means o:f questionnaires and twenty-five by 
the interview method. Among the sixty-one nurses Who respond-
ed, twenty-nine were reaeh~d by questionnaires and thirty-two 
through interviewing. Forty-five paltents eo-operated; 
twenty-three answering questionnaires and twenty-two granting 
interviews. Thus a total of one hundred ninety-six persons 
were included in this study; ninety-nine by using question-
naires and ninety-seven through interviews. 
These data were grouped under two headings: (1) The 
chaplain's perception of his role, and (2) Others' perception 
of the role of the chaplain. By using this multi-discipline 
approach~ the role of the chaplain is seen in wider per-
spective. 
The conclusions reached by this study are of two kinds. 
Literature in related fields provides some background and 
understanding necessary for an adequate interpretation o:f the 
chaplain's role. Another group or conclusions are drawn 
directly from the data of' this research. 
The following three concl~sions are suggested by a 
review of literature in "!'-elated fieldsJ 
(1) The church is re-emphasizing its historic concern 
for the care o:f the sick. Whereas, in the early church and 
in Medieval times, this took the form of' the establishment 
and maintenance o:f hospitals, the present tendency is to 
provide a specialized chaplaincy service within both church-
related and public hospitals. 
(2) The present interest in the psychosomatic aspects 
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o:f illness has made the medical profess iontmore aware of th9 
contribution the chaplain can make to the care of the patient. 
(3) Because of the specialized role of the chaplain, 
he needs clinical pastoral training, which is an effective 
method of ro:L'e training for the chaplaincy. Such training 
is considred essential by standard settings agencies. 
The following conclusions are suggested by analysis of 
the data in this study: 
(1) Pastoral calls on patients consume the la~gest 
share of the chaplain's time, an average of twenty-one 
ho~rs per week. Referrals from the staff for his services 
come mostly from nurses, who also have the highest regard 
for the uniqueness of' his role. Sixty-one per cent of tbe 
nurses rep~ied that none of the aspects of the chaplain's 
wo-rk could be equall.y well per.:ronned by someone elsa on 
the staff. Other members of the health team recognize the 
special.ized nature of the role of the chaplain, but to a 
lesser extent. 
(2) T.he role of the chaplain needs to be integrated 
into the health team by interpreta tle-n and dl.arifica tion 
of his functions and by inter-professional eo-operation and 
mutual respect. Interpretation is important because 
communication between the chaplain and others on the staff 
is dependent u~on their perception of his role. They 
can perceive his role more cl.earl.y if it is expliined to 
them. Thirty-five per cent of' the chaplains said that 
resistance· -to ..eaaplaincy was due to the fact tba t his role 
was unclear to other staff members. Interpretation facili-
tates integration into the group. 
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The chaplain's role is made most effective when its 
therapeutic usefulness is demonstrated "by specific con tri-
bution to the care of the patient. This encourages other 
members of the staff to have confidence in the chaplain's 
competence and offer referral. Forty-four per cent of the 
doc~ors and fifty-eight per cent of the nurses mentioned 
the chaplain's contribut~on to therapy as their reason for 
considering the chaplain an integral member of the staff. 
A larger percentage of staff members mentioned this factor 
than any ~~her factor in evaluaaing the effectiveness of 
the chaplain's role. 
(3) Chaplains feel that relations between themselves 
and others could be improved through group methods such as 
giving lectures to nursing classes and participating in 
staff conferences. Responses o f the chaplains indicated 
that they sought recognition and integration into the staff 
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by group methods 1 twenty-five out of the .fllirty-seven chaplalins 
responded in this way; yet thirty out of the thirty-seven 
answering stated that they felt accepted on an individual 
basis. The chaplains felt they should take the initiative 
in creating opportunities to present or to interpret 
their role in group situationB. 
(4} The chaplain functions with inereasing effective-
ness to the extent that other significant persons share a 
similar perception of his role in a given area. For example, 
fifty-nine per cent of' the doetors 1 fifty-one per cent of the 
nurses1 forty-nine per cent of the chaplains and forty-two 
per cent of the patients mentioned religious counseling as a 
unique f'unction of the chaplain; this shows agreement of role 
perception. However, there was a wide disparity of opinion 
abont religious acts such as sacraments, prayer and Scripture 
reading. Thirty-one par cent of the chaplains, only four per 
cent of the doctors, twenty-one per cent of the purses, and 
thirty-nine per cent of the patients mentioned this f~ctor as 
being most frequently_requested of the chaplain. Thus, there 
may be more eff&ctive role fulfillment in the area of raligious 
counseling than in tbe area of religious acts because there 
is·more agreement in role perception in the former while lack 
of agreement in the latter allows only partia 1 role 
.fulfillment. 
To illustrate this complex pattern of overlapping of 
role perceptions, Figures XVII and XVIII are present~~· 
Sup]>ose that chaplain and·patlent agree on the need f'or 
specific religious acts like Communion or prayer, but doctors 
fear this may be ups~\ting to the patient and nurses fail 
to co~vey the desire of the patient to the chaplain in re-
ferral. In this case- .the. role f'ulfil~ent of tb.e chaplain 
iS' partial; it is :.:imd'tfe:elij in area of functioning by the 
role perceptions of doctors and nurses. Or, suppose the 
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chaplain and doctor agree on a specific service the chaplain 
may render, and the nurse is willing to refer such pro~ems, 
but the patient does not accept this service from the cha~lain. 
At this point also, the chaplain cannot function as chaplain 
to the patient. In Figu:resXVII and XVIII, the percentage of' 
~arsons mentioning religious acts or religious counseling is 
shown by four overlapping squares. The total area of' one 
hundred squares would be filled if' one hundred per cent of all 
four types of persons mentioned a given service. In Figure 
XVII the large disparity in the per-centages of' the four groups 
is shown. The sm.a.ll black area indicated the extent to whick 
all four groups share this perception; the checkered area shows 
where three agree,. the striPJed area where :fiworagree, and the 
largest, white enclosure, shows role perception unique to only 
one segment • 
Agreement of role perception by chaplain, doctor, nurse 
and pati:tnt ~acilitata s the fulfillment of the chaplain's 
role in a given area. In such instances, as in religious 
counseling mentioned above, there is a common understanding 
of the chaplain's function, acceptance of when to make re-
ferral, and awareness of the patients' needs. When these 
four groups overlap, there is a larger area of role ful-
fillment as illustrated in the large black area in the center 
of Figure XVIII. In this area all four role perceptions converge. 
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(~ Four types of integration are noted as bases for 
evaluating the role of tte chaplain in the health team. 
Interdependent integration exists when the chaplain's role 
is judged by relationship to other persons who have secure 
status in the health team. Attributed integration exists 
when the chaplain is considered an integral member of the 
staff by reason of administrative sanction or authoritative 
fiat. Professional integration is that acceptance as a 
member of a group because of his professional status or 
attributes which are held with equal validity in any 
situation and are not unique to the special group in ques-
tion. Earned integration is the most meaningful because 
it is acqui:bed by the direct results of inter-professional 
I 
co-operation, technical competence in onets specialty and 
effective interpBFSonal relationships. 
The chaplain who has earned integration into the 
health team of his hospital and who shares his perceptions 
of bis role with the largest number of significant people 
is the one who functions most effectively in the role of 
the chaplain in the care of the patient. 
Cl6) Further research in the role of the chaplain may 
proceed along two lines: First, to make an intensive 
I 
study of the chaplaincy program of one hospital using 
sociometric techniques and personal interviews to survey 
all the members of the staff and a large sample of patients. 
Secondly, to investigate the role or the chaplain as a 
group leader of' worship services and of' permissive dis-
cussion groups in the care of' the chronic patient. Ohranic 
patients are suggested because of' the possibility of' having 
the same group of' subjects over a long period of time. 
This study of the role of' the chaplain in the' care of' 
the patient has been an exploratoyy investigation in a 
new f':ield. It is hoped that further research will clarify 
and enlarge upon some. of' the questions raised and insights 
discovered through this research. It is necessary to study 
any role f'rom several poin~s of' view drawing upon the per-
ceptions and reactions of' other meaningful parsons whose 
experience and role impin~e upon that ef' the person and 
role in question. A role study must go beyond the normative 
and even the descriptii:e levels and deal with the dynamics 
of' interpersonal relations. 
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STANDARDS FOR THE WORK OF THE CHAPLAIN IN THE GENERAL HOSPITAL 
Officially Approved 1950 by the 
AMERICAN PROTESTANT HOSPITAL ASSO.CIATION* 
~· 
Introduction 
It is the intention of the Committee on 
~creditation to state the minimum 
Lining and experience required of a 
1rgyman seeking appointment as a full 
ae chaplain, and to describe goals and 
actices normally expected of him. This 
Ltement is prepared for hospital ad-
nistrators, boards of directors, medi-
l staffs, and church authorities who 
;ire a high quality of religious work 
thin their institutions and wish to 
~engthen and improve their chaplaincy 
~vice. 
A. The Accredited Chaplain 
[t is essential that anyone who is to 
~ve as a chaplain should be properly 
alified. In order to assist hospital ad-
nistrators and others charged with the 
1ponsibility for selecting hospital chap-
ns the AMERICAN PROTESTANT 
)SPITAL ASSOCIATION has estab-
iled the following minimum standards 
·accreditation of chaplains: 
l. College and seminary degrees or 
their accepted denominational equi-
valent. 
~. Ordination or appropriate ecclesi-
astical endorsement and evidence of 
current good standing within a de-
nomination. 
3. A significant period of clinical pas-
toral training such as a minimum 
of twenty-four weeks (9•60) hours 
or its equivalent and written recom-
mendation by the instructor of the 
center attended. 
This training to have been obtained 
in a general hospital with a psychi-
atric service or in a general hospi-
tal, mental and/or correctional in-
stitution. "Equivalent" may be in-
terpreted by the Committee on Ac-
credUation to mean (a) graduate 
academic degrees in Pastoral Psy-
chology, Pastoral Counseling. Cli-
nical Psychology, Social Relations 
and other related fields, (b) publi-
cation of significant books in the 
field of ministering to the sick and 
(c) other outstanding contributions. 
Until January 1955, some latitude 
in interpretation rests with the 
Committe& on Accreditation. Train-
ing centers which subscribe to the 
general objectives listed below* and 
provide acceptable courses of train-
ing may seek recognition by a com-
mittee to be created for that pur-
pose. 
3. Three years of parish experience or 
its equivalent. "Equivalent" may be 
interpreted by the Committee on 
Accreditation to mean a total of five 
years' experience in such position 
as the following: Chaplain in the 
Armed Services; student pastor, or 
student religious worker; teacher, 
lawyer, doctor, social worker, or 
counselor. 
Members of the APHA may apply 
for accreditation by supplying evi-
dence to the Executive Director of 
the APHA (or whomever he may 
designate) that they have complied 
with the Minimum Standards for 
Accreditation listed above, or by 
January 1, 1950 have served not 
less than five years as a hospital 
chaplain and have fulfilled all but 
one of the "Standards." 
Non-members of the APHA shall 
pay an Accreditation Fee of ten dol-
lars. An individual who fulfills part 
of the requirements for accredita-
tion and has made arrangements to 
complete them may apply for a tem-
porary endorsement entitled, "In 
Process of Accreditation." 
*The general objectives of clinical pas-
tor training centers are as follows: 
1. To enable the student to gain an un-
derstanding of people - their deeper 
motivations and difficulties, their emo-
tional and spiritual strengths and 
weaknesses. 
2. To help the student develop effective 
pastoral methods for ministering to 
people, and recognize his unique re-
sources, responsibilities, and limita-
tions as a religious worker. 
3. To help the student learn how to co-
operate with representatives of other 
professions and utilize community re-
sources for achieving more effective 
living. 
4. To encourage in the student a desire 
for that further understanding which 
is to be obtained by appropriate and 
pertinent research. 
* * * 
B. The Appointment of the Chaplain 
The chaplain should be appointed by 
the hospital Board of Directors on the 
recommendation of the hospital adminis-
tl·ator. The three most common ways of 
selecting a chaplain for appointment 
are: 
1. A church authority nominates an ac-
credited candidate. 
In a denominational hospital, the de-
nominational authorities make the 
nomination. In a non-sectarian or 
state-supported hospital, the local or 
state church federation or council of 
churches or other authorizing agen-
cy make the nomination. The hospi-
tal administrator and Board of Di-
rectors then appoint or reject the 
nominee. 
2. A special chaplaincy committee is ap-
pointed to nominate an accredited 
candidate. 
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The hospital administrator then ac-
cepts or rejects the nominee. 
3. The hospital administrator presents a 
candidate to his Board of Directors. 
Final appointment is made by the 
hospital Board of Directors only af-
ter accreditation and church en-
dorsement have been obtained. 
Whether the chaplain is paid entirely 
or only in part by the hospital or his 
salary is furnished by an outside organ-
ization, the hospital should have the final 
authority to accept or reject a candidate 
for hospital chaplaincy; the appropriate 
ecclesiastical authority should bear the 
responsibility for nominating the candi-
date. 
C. The Chaplain's Responsibility 
to the Administrator 
Because of the complex religious situa-
tion in any community the hospital chap-
laincy should be carried on by the chap-
lain in close relationship with the ad-
ministrator and a special committee on 
religious activities composed of .two or 
more members of the hospital Board of 
Directors. 
Regardless of the source of the chap-
lain's salary he should be answerable to 
the hospital administrator and the Re-
ligious Activities Committee for the 
quality of his work and the expenditure 
of his schedule. The chaplain as the head 
of a recognized service in the hospital 
organization should have that personal 
access to the hospital Board of Directors 
possible for the head of any other ser-
vice. 
The chaplain should present written 
descriptive reports of his activities to the 
administrator and the Religious Activi-
ties Committee at stated intervals. 
D. Cooperation with other 
Hospital Personnel 
The chaplain works best as an integ-
rated member of a team headed by the 
attending physician. As such he is better 
able to direct his skills and resources to-
ward the spiritual needs of a patient 
than when working alone. Although the 
chaplain should acquaint the physician 
with any pertinent information which 
may have come to his attention, never-
theless the chaplain reserves the right to 
respect the confidential nature of infor-
mation given by a patient in the spirit 
of confession. While not every patient 
seen by the chaplain needs to 'be dis-
cussed with the physician, such consulta-
tion between physician and chaplain will 
often occur. 
As a rule, the chaplain will spend most 
of his time with those patients who are 
under severe physical or mental stress, 
or have especially difficult personal, 
(over) 
•I·· 
social, or spiritual problems; therefore 
the major portion of his energy and 
effort will normally be devoted to a 
selected number of patients. 
E. Sources of Referr·al 
In a general hospital the chaplain can 
minister intensively to about forty 
patients; some of whom he will see daily, 
others on alternative days, the rest per-
haps once a week. This means he makes 
an average of fifteen pastoral calls every 
day, in addition to speaking with scores 
of individuals. Experience has shown 
the following sources of referral to be 
most common: 
1. The physician asks the chaplain to 
call on his patient. 
These should be selective referrals: 
that is, persons with definite and, 
usually, acute need. Some· hospitals 
have found that when the chaplain 
makes rounds periodically with the 
attending physician, he is not only 
introduced in his professional role, 
but is shown persons in need of his 
care who might otherwise have been 
missed. 
2. A nurse, social worker, or other hos-
pital employees asks the chaplain to 
call on a patient. 
-while it would be best to have the 
physician request the chaplain to 
call upon his patient, it has been 
found that other personnel also have 
opportunity to observe a patient's 
spiritual condition and refer the 
patient to the chaplain, who, if the 
need arises, discusses the patient 
with the attending physician. 
3. A relative or friend asks the chaplain 
to call on a patient. 
On such occasions the relative be-
comes a part of the chaplain's pro-
fessional responsibility. 
4. The patient's parish minister asks the 
chaplain to call. 
Courtesy requires the chaplain to 
report to the referring minister that 
the call has been made. Cooperation 
between the hospital chaplain and 
the local clergy is helpful not only 
to the patient, but also to the hos-
uital as a means of fostering the 
confidence of the patient and family. 
5. The patient asks to have the chaplain 
call. . 
A letter or folder distributed to 
patients after they are admitted 
stating that the hospital has a chap-
lain who will call on anyone who 
asks for him, and announcing the 
the place and time of scheduled re-
ligious services within the hospital 
may lead to this request. 
6. The chaplain is notified in cases of 
critical illness (DL) and death. 
In addition to ailing on and minister-
ing to the patie ts referred to him, the 
chaplain can tak the initiative and dis-
cover many pati nts who need his care. 
The admitting o cer is usually the first 
person to see the patient officially. If the 
chaplain has a g od working relationship 
with this officer, information on the ad-
mission slips ca often be most helpful-
ly interpreted t the chaplain. For ex-
ample, a patient rom a distance may not 
be visited freque tly by the family and 
friends, a patie t facing surgery, es-
pecially when it ay mean severe illness, 
prolonged conva escence, or a difficult 
post-operative a 'ustment needs special 
care; and an ag d, isolated or indigent 
patient may face peculiarly complicated 
problems. Some patients will have 
courage to revea their spiritual needs 
only if they ha e had opportunity to 
observe and get acquainted with the 
chaplain while he is doing general visit-
ing. 
Detailed record enable the chaplain to 
minister more e. actively, facilitate re-
search aimed at · proving and enhanc-
ing the value of h s work, form the basis 
of confident and ffective teaching, and 
become the indis ensable source of his 
periodic reports t the hospital adminis-
trator and Religi us Activities Commit-
tee. They may tak the following forms: 
1. The entry m y be made on a sheet 
filed in the edical record folder. 
This may co sist of a notation of 
the day, hou , and length of the 
call, or it rna be a brief note of the 
principle topi s of conversation. 
2. The chaplain may keep a notebook 
or card index ecord. This may con-
tain informat on which helps him 
identify patie ts and recall signifi-
cant data abo t them. 
3. More elaborat records are filed in 
the chaplain's office. Such records 
are detailed, nd usually follow a 
standard outli e. They are designed 
to help objecti y the patient's needs 
to the chaplai 's mind, to show him 
what gains ave been made, or 
what strength and resources have 
been tapped, nd to point up his 
mistakes and ailures. 
the Hospital 
Patients in a ho pital need the best 
ministry the comm ity can provide. All 
scheduled religious services should be 
either led by the c1 aplain or arranged 
through him. You g people's societies 
and missionary gr ups should only be 
brought into the h spital under careful 
supervision and for the purpose of mak-
ing a recognized ontribution to the 
patient's welfare. 0 dained persons com-
missioned workers, nd recognized 'quali-
fied and responsibl visitors should be 
permitted to call u on the patients of 
their acquaintance. II other "religious" 
workers should be 'rected to the chap-
lain's office for sere ning. Some of them 
·should be encoura ed, instructed and 
supervised so their efforts will b~ con-
structive; others should be tactfully di 
couraged. 
In all general or open services d 
nominational emphasis should be avoid< 
sin,ye highly ritualistic programs, pi 
selyting, and fervid revivalism ( especi1 
ly in a hospital setting) fail to serve t 
larger Christian goals. In order to rna 
general services available to a lar 
number of patients, some means 
broadcasting the services to the bedsi 
is needed. Then, if the patients wish 
listen, they may do so by turning on t 
broadcasting system or earphones. T 
preaching should be simple, comfortin 
dignified, and practical. In any ca: 
worship conducted at the bedside 
usually more important and meaning:! 
than a service a patient attends. T 
chaplain's office should be equipped witl 
Communion Set, Bibles, prayer and otl:J 
devotional books and pamphlets, so tl:J 
the chaplain can give the patient wh1 
ever ministry is needed. 
H. Conclusion 
Where sickness and suffering are cc 
centrated, spiritual needs are felt me 
acutely. In ministering to patients a 
their families the chaplain is concern 
with aiding recovery if he can; nevertl 
less, restoration of physical health is r 
his major field. Rather, his mission 
to personalize the vitality of t: 
Christian religion. 
Although the chaplain's main fur 
tion is ministering to patients and the 
families, this is not all he contributes 
the hospital. While the administrat 
forms the attitudes of the workers a 
the general atmosphere of the hospit 
the chaplain can have a definite influer 
on the morale and well-being for rna 
members of the staff and employees a 
in special circumstances may serve 
the official personnel counselor. In ad 
tion he can be useful as counselor j 
student nurses, advisor on religious 1 
tivities for the School of Nursing a 
classroom lecturer. As an unofficial goc 
will ambassador, the chaplain can 
valuable to the hospital as a builder 
vital public relations. He will endea-v 
to minister to the spiritual· needs of 
who enter the hospital. If because of d 
ferences in Faith or for other reasc 
his ministry is not acceptable ·to ·a p 
son, he will be prepared to call in wl 
ever is needed. 
Through his understanding and poi 
word and deed, he seeks to encoura 
one, relieve another of worry, aid a th: 
to bear suffering, break the grip of d 
pair for a fourth, gain serenity for c 
facing death, and to comfort the : 
reaved; so that individuals may be led 
personal growth, deeper understandi 
of their fellows, and increasing cc 
sciousness of God. 
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Chaplain Richard K. Young 
North Carolin~ Baptist Hospital 
Winston-Salem, North Carolina 
Dear Chaplain Young, 
August 6, 1951 
Being a hospital chaplain, I'm sure you have often 
asked yourself this question: What is the role of the 
chaplain in the care of the patient? Leaders in both 
church and medicine as well as chaplains are concerned 
about our unique function as chaplains. 
I'm asking you to participate in a study about chap-
laincy because of your position and experience. Under 
separate cover is coming a questionnaire, which I hope you 
will answer and return. It is being sent to you as an · 
accredited A.P.H.A. Chaplain in an attempt to determine the 
role of the chaplain in the care of the patient. In exchange 
for your co-operation I shall send you a summary of the 
findings. twterial will be used in a doctoral dissertation 
at Boston University. All replies vnll be kept confidential 
and anonymous. 
There are three other categories of people who can throw 
light on the role of the chaplain: doctors, nurses and 
patients. Please select two doctors, and two nurses with whom 
you have a working, professional relationship, and two patients 
whom you have visited at least five times. Give them the 
questionnaires marked for each and ask them to return them 
directly to me in the enclosed envelope. Please select these 
people and answer your own auestionnaire in te~s of one 
hospital, in case you serve-more than one. 
I'll really appreciate your co-operation and will send 
you the summary as soon as all returns are in. Thanks again. 
Sincerely yours, 
J:J~fS11~ 
David Bel~Cha~lain 
c.c. enclosed with questionnaire 
(copy) 
ROBERT 
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Rev. Everett B. Barnard; Chaplain 
Missouri Baptist Hospital 
Saint Louis 
Missouri 
Dear Chaplain Barnard, 
October 4, 1951 
As I wrote before, I am making a study of "The 
2!77 
Role of the C;P.aplain in the Care of the Patient". This 
"role" can be ascertained from first hand sources, namely 
what the chaplain conceives his role to be and what staff 
members and patients consider the role of the chaplain to 
be. For this study I am asking your help and co-operation 
by giving your opinions and drawing from your experience 
in anwwering and returning the enclosed questionnaire for 
chaplains. 
I am especially anxious to have a complete return 
from the church-related or church-founded hospitals. 
That is why I am writing to you. The material will of 
course be kept confidential and used only for the purpose 
of a doctoral dissertation at Boston University. 
Please give the questionnaires marked for doctors 
to two physicians with whom you have acquaintance, i.e. 
men who recognize you as chaplain. The same goes for 
two nurses. Choose two patients whom you have visited 
or called on enough ao they also place you in the role 
of chaplain. With a brief word of explanation, I'm sure 
they will co-operate as they have in other hospitals. 
I am anxiously awaiting your reply, so that I can 
include it in the complete list of data. I shall be happy 
to send you a summary of findings, which I am sure you 
will find interesting both fo~ yourself and in interpreting 
chaplaincy to others in the atiurch and hospital, boards 
and administrators. 
Thanking you for your help and consideration, I remain 
Sincerely yours, 
~~f?~A~ 
David Bel~(!--
(copy) 
B.BRIGHAM HOSPITAL ROBERT 
1 2 5 PARKER HILL .. AVENUE 
BOSTON, MASS. 
Rev. Richard K. Young, Chaplain 
North Carolina Hospital 
Winston-Salem, North Carolina 
Dear Chaplain Young: 
October 3, 1951 
In gathering material for my doctoral dissertation 
at Boston University on "The Role of the Chaplain in the 
Care of the Patient", I am in need of increasing the num-
ber of chaplains with whom I can have interviews, and also 
two doctors, nurses, and patients in each such hospital. 
For this purpose I am making a tour of eight hospitals 
where there are chaplains, active and accredited by the 
A.P.H.A. _The(E'e are two such in North Carolina; you and 
Chaplain Dicks, in nearby Durham. 
I shall be leaving Boston October 14th and coming 
dovm through New York and Baltimore and hope to be in 
Winston-Salem the l?th or 18th. If this is convenient 
for you I shall be greatly indebted to you for the privi-
lege of talking with you. So far I have found each inter-
view most profitable for me, and it is very necessary to 
have a broad group of chaplains so as to see the total 
picture of their common "role" as well as the individual 
approaches. 
In exchange for your co-operation I shall be glad 
to send you a summary of findings and observations glaaned 
from interviews and questionnaire data. I don't pretend 
it is much, but an attempt to show that I really do 
appreciate an opportunity to talk with you. 
Please reply using the enclosed envelope so I can 
know if my proposed tour schedule is going to work out 
as I hope. With all good wishes till I see you, I remain 
Sincerely yours, 
~~~~LA~~ 
David Bel~ Q .... ---
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MEMBER OF THE 
• BOSTON COMMUNITY FUND 
125 PARKER HILL AVENUE 
Dear Friend, 
What is the role of the hospital chaplain? Just how does a religious 
ministry fit into the total program of your hospital? These questions are 
of special interest to doctors, nurses and patients, as well as to the chap-
lains themselves. 
What has been your reaction to chaplaincy work in your hospital? 
A summary of your frank opinion, kept anop.yn:i.ous and confidential, will 
be of great help to chaplains, staff and patients in future service. This 
study is under the direction of Boston University. 
Please fill out the enclosed questionnaire and return it directly to 
me in the self-addressed envelope. Thanking you for your consideration 
and help, I remain 
Sincerely Yours !)!;~;}}~~~ 
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TELEPHONE 
LONGWOOD 6-6966 
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1. QUESTIONNAIRE TO CF~LAINS 
INTRODUCTORY 
1. How long have you held this position as chaplain? ___ 
2. What is your denoroina tional membe.rship'? ·---------......--
3.. What is your age'? 4 When were you orda-.,..i-n-e""'d':"?_____ .. 
5.. By whom were you appointea ohaplain~?--------~-----
6 Are you a paid chaplain? 
7. By whom is- your salary Daid~ . 
8. Is your salary adequate~for your--pQsition? 
----------~--~-
:. tfNIQUE FUNCTION AS C.HAPLA.LrJ 
1. Time devoted to the following services rendered each week on the 
average, and relative significance of each:· 
(Please rate relative significance from 1 ... 4 with 1 indicat-
ing most significant, 2 very significant, 3 moderately sig-
nificant, and 4 least significant.) 
Hours ner J: 4 
(Check one for each item} 
Visits to 
Worship s 
Counsel in 
Discussio 
Ad.ministr 
Lectures 
Lectu.res 
Other 
patients .......... 
ervices 
g personnel 
-------. n groups 
ative work, . 
in hospital . 
outside hospital 
-.-. .. 
week 1 2 
_2 
" 
-
----
-
-
2. Which activities do you nish you could spend more time on? 
Please list in order of importance. 
a. 
b. 
c. 
3-
----
What aspects of your work are most unique, i. e. could be 
performed.! (Please give one reason for each.) 
only by the chaplain? 
best by the chaplain? 
equally well by someone else on staff? 
•.' 
.: .. 
CII. 
l. 
REQUESTS FOR SERVICE 
Who requests service most frequently? 
next most frequently? · 
2. 
2. 
third most frequently?---------
What type of service is most frequentiy-r--e-q_u_e_st~~o~a~?--~--------
next most frequently? 
third most frequently? · 
In what way do you feel you-..sno_u_l::;-:::od--:;-'6-e--·"':'c_o_n_s_u~l-:;t:-:e~d:r-orb:-:y7--·o-:tL:'ihi:"e-:r~-3-
' 4. 5. 
members of the staff? 
Is there as much referral from doctors as you'd like? 
Is there as much refei•ral from nurs.es as you 1 d like? 
:v. RES ISTAl~CE FROM OTHER MEit.IB~RS OF THE STAFF 
___ --.,;.... 
1. What hindrances are there to your work by other members of the 
staff? 
2. What conflicts are there between yourself and others on the 
staff as to aims and goals? 
.3· What attitude do staff members take t-oward your calls on the 
patients? 
STRUCTURE OF THE HEALTH TEAM (STAFF) 
1.. Do you feel you are considered an integral member of the 
health team?____ Illustrate r)Y a typical example. 
2. In ·what ways do you desire to be more closely tied in ni th 
other members of the staff? 
3. How could relations with doctors be im~roved in your hospital? 
4. Hov-" could relations vvi th nurses be improved in ~tour hos:pi tal 7 
5. Do you feel the staff accepts you as chaplain? 
b. How do they show this acceiJtance or non-acceptanc'B"?' 
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GOAL OF HEALTH TEAM 3· 
l. What is the aim of the doctors in caring for the patients? 
2. 
CI. 
1. 
2. 
~: 
5· 
6. 
7· 
U. 
1. 
2. 
3· 
4. 
5. 
6. 
7· 
What is your aim in your ministry to the patients? 
Do you feel you are accomplishing this aim? 
COI11&UI'iiCATION 
Are you invited to attend staff meetings? 
How often do you attend? ---
Is this often enough? . ---- -------
Do you make referralstodoctors about patients? ___ _ 
How are these received by the doctors? -------
Do you make suggestions or comments to nurses about patients? __ 
Are the doctors as available to ycu for discussion as you 
would like? Are the nurses? 
PERSONAL REACTION 
Why did you· become a clergy~Jan? 
. ' 
Why did you. become a chaplain? 
Do you feel that full use ~s made of you in the hospital by 
the natients? 1 by the staff? 
What.is your greatest-strength in your work as-a chaplain?~-
Hhat is your greatest weal;:ness in your work as a chaplain? 
Hov~ long do you plan to stay in the chaplaincy?--·----
What other work would you rather take up after your work as 
chaplain? 
QUESTIONNAIRE TO DOCTORS ,_ 
l. What·aspeots of' the ohaplainrs work are most unique, 
i~ e. could be performed: 
2. 
3. 
4. 
6. 
7· 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
Only by the chaplain? 
Best by the chaplain? 
Equally well by anyone? 
frequently make What is the type of service for which you most 
referral to the chaplain? 
The next most frequent type?~--=--====----·----===-------------= 
The third most frequent type? ___ ____ 
In what way do you feel you should consult the chaplain? 
Do you make as frequent referral to the chaplain as you feel 
you should? ____ ___Explain. 
What conflicts are there between yourself and the chaplain as 
to ai~s ar goals? 
How do you feel about the chaplain's calls on patients? 
Do you consider the chaplain nn integral member of the 
staff? How? 
Do you feel relations between doctors and the chaplain in your 
ho·spital could be improved? How'? 
What do you feel should be the chaplain's aim 1n his ministry 
to the patient? 
What is your aim as a doctor in caring for the patient? 
Do you feel that the chaplain is accomplishing his aim? 
Should the chaplain be invited to staff meetings? ____________ __ 
Do you make referrals to the cha'Jl[;l.in? 
Does he make referrals to you? ·· --
Is there as much opportunity for diocussion or consultation with 
the chaplain as you would like? . 
How do you think the ;)atients feel about the chaplain 1 s 
work? 
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QUESTIONNAIRE TO N~ES 
1. What aspects of the chaplain's work are most unique, 
2. 
4. 
6. 
7· 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
i.e. could be performed: 
Only by the chaplain? 
Best by the chaplain? 
Equally well by anyone? 
What is the type of service for which you most frequently make 
referral to the chaplain? 
The next most frequent type? 
The third most frequent type~?--------·----------~----------------~ 
In what way do you feel you should consult the chaplain? 
Do you make as frequent referral to the chaplain as you feel 
you should? Explain. 
What conflicts are there between yourself and the chaplain as 
to aims or goals? 
How do you feel about the chaplain's calls on patients? 
Do you consider the chaplain an integral member of the 
staff? How? 
Do you feel relations between nurses and the chaplain in your 
hospital could be improved? ________ How? 
What do you feel should be the chaplain's aim in his ministry 
to the patient? 
What is your aim as a nurse in caring for the patient? 
Do you feel that the chaplain is accomplishing his aim?--__ __ 
Should the chaplain be invited to staff meetings? ___________ _ 
Do you make referrals to the chaplain? __________________ __ 
Does he make referrals to you? 
Is there as much opportunity for-discussion or consultatio~vith 
the chaplain as you would like? 
How do you think the patients feel about the chaplain's 
work'? 
QUESTIONNAIRE TO PATIENTS 
1. What aspects of the chaplain's work are most unique, 
i. e. could be performed: 
Only by the chaplain? 
Best by the chaplain? 
Equally well by anyone? 
2. What is the type of s:ervice for which you most frequently desire 
a chaplain? · 
The next most frequenttype'? 
-=-----The third most frequent type? __________________ . 
3. In what way do you feel you couid be helped by the chaplain? 
4. What conflicts are there between the doctor and the chaplain 
as to aims or goals? 
5. Do you consider the chaplain an integral member of the 
staff? ijow? 
6. What things would you like the chaplain to ·do.-when he comes to 
9. 
10. 
11. 
12, 
visit you in the hospital? List in order of significance. (1) . 
(2) 
(3) 
Is the hospital chaplain as acceptable to you as your own 
pastor (if y.our own pastor were available)? Why? 
When do you want the chaplain to come to visit you? 
How often do you want him to come to visit you? 
How long do you like him to stay in a visit? 
Do you feel you have benefited by the ministry of the 
chaplain? ________ In what ways? 
What do you most dislike about the chaplain's visits to you? (1) 
(2) 
Explanation of tabulation sheets for questionnaires 
I. Introductory 
1. This ques~ion is answered by the number of years in 
the present position as chaplain. The symbol -1 means 
less than one year service. When fractions ware list-
ed otherwise, the nearest whole number was listed. 
2. Denominational membership is indicated by the follow-
ing letters strumding for various denominations: 
3-
4· 
5. 
6. 
L - Lutheran 
B - Baptist 
M - Methodist 
E - Episcopal 
C - Congregational 
P - Presbyterian 
ER - Evangelical Reformed 
ME - Menonite 
CR - Christian Reformed 
U - Unitarian 
UEB- United Evangel. Briltheren 
CNJ- Church of New Jerusalem 
UCC- United Church of Canada 
Age is recorded by number of years. 
Year of ordination is indicated by the year, omitting 
the first numbers (as 41 meaning 1941). 
The appointing authority is designated by the fol-
lowing: . 
C - Indicates church body or church agency such 
welfare and misson societies or councils of 
churches. 
H - Indicates hospital board or superintendent. 
B - Indicates appointment by both types or at 
least joint appDDval. 
Whether the chaplain was paid or not i·s indicated 
by N for No andY for Yes. 
· 7· Source of salary is indicated as in question 5 by 
C - for church. 
H - for hospital. 
B- for.both. 
8. Adequamy of salary is indicated by N for No, Y for Yes, 
and 0 for Other where question was irrelevant. 
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II. Unique function of the chapJa in 
1. Time devoted to the following: 
A. Visits to patients. 
B. Worship services. 
C. Counseling personnel. 
D. Discussion groups. 
E. Administrative work. 
F. Ledtures in hospital. 
G. Lectures outside of hospital. 
H. Consultations with others than 
in-patients and personnel. 
I. Clinical pastoral training. 
J. Other. 
2. Which activities do you wish you could spend more time 
on? 
A. 
B. 
c. 
D. 
E. 
Key: 
Past oral calls. 
Counselmng. 
Group activities. 
Contact with personnel. 
Activities oriented around chaplaincy as a 
profession, per se, such as clinical training, 
research, study, writing, other. 
1 - a. 
Triangle - b. 
Circle - c. 
III. Requests for service. 
1. Who requests service 
next 
third 
A. Doctors 
B. Nurses 
C. Other personnel 
D. Patients 
most frequently? -
most frequently?.-
most frequently? ~ 
E. Relatives 
F. Clergy 
G. Admissions 
H. Other 
1. 
Triangle. 
Circle. 
file 
3. In what way do you feel you should be consulted by 
other members of the staff? 
A. Refers to status among staff members or designat-
ing integration into staff of self or chaplaincy. 
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B. Refers to matters pertaining to care of the patient. 
C. Other. 
IV. Forms of resistance from other members of the staff. 
These three questions were designed to bring out nega-
tive factors in the chaplain's relationship. Responses 
were grouped in the following categories. 
A. Direct hostility, personal resentments cr conflicts 
against chaplain. Negative feelings expressed openly. 
B. Hospital routine, inconveniences of administrative 
detail or lack of co-operation in helping to structure 
interpersonal relationships so as to facilitate 
the chaplain's work. 
C. Chaplain's role is sometimes not clear to other staff 
members who do not know what to expect of him, how 
~is to function or how, why or when to refer to him. 
D. Indifference to chaplain's work or to his u§efulness, 
sometimes personal, rometimes indifference to the 
value of religion in general. 
E. Other forms occasionally memtioned, not suffieient 
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in number to merit a category, in a miscellaneous grap. 
F. nNonen indicates there is no resistance, even though 
the chaplain may go on to give explanations of a 
positive nature such as co-operation, cordial wel-
come or deference fnom the staff. 
V. Questions 2, 3, 4, and 6. Areas in which chaplains dealt 
with their integration into the structure of the staff as 
the health team. Key: 
A. - Administnation Initiated by the staff. 
B. - Other staff 1 Initiated by chaplain. 
C. - Therapy f Initiated mutually. 
D. - Clergy X Other source. 
E. - Other 
Key designating mode or level of initiation: 
0 - Group relationships. 
No circle - On an individual qasis. ;L7 ~Means both group and individual. 
VIII. Personal reactions. 
1. Why did you decide to become a clergyman~ 
A. "Calln or inner conviction (e. g.nalways had 
a desire to be a miriistern.}. 
2. 
B. Interpersonal relations, wanting to work 
with people. · 
C. Other. 
Why 
A. 
B. 
c. 
D. 
did you decide to become a chaplain? 
Institutional factors liked hospitals. 
Academic interest psychology, clinical 
Therapy - interest in counseling. 
Other. 
training. 
J. Do you ~eel ~ull use is made o~ you by patients 
and sta~~f 
Y- means Yes, N - means No, 0 means a.mwivalent 
or other. 
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4- What A. is your greatest strength in your work as chaplain? · Interpersonal relationships - ability to get 
B. 
c. 
along with people and get acquainted easily. 
Personality ~actors such as patience or his own 
hcs pi talization experience. 
Other. 
5. What is your greatest weakness in your work as chaplaiil.? 
A. Admin±strative - such as lack o~ time, schedules, 
and so ~orth. 
B. Personality factors - such as temper, ~eeling 
impulsive. One•s own anxiety's getting in the 
way of his work. 
C. Pro~essional competence - lack of train~ng, 
not enough experience, lack o~ psychiatric 
insights, etc. · 
D. Other. 
6. How long do you plan to stay in the chaplaincy? _ 
P - Permanently, the rest o~ one's ministry, ttAf! 
long as I can, etc.u 
7· 
0 - Other 
N - Used ~or c1inical traingng students who did 
not have an interest in entering the ~ield. 
What 
work 
A. 
B. 
c. 
other work would you rather take up after your 
as chaplain? 
~arish work, regular ministry, city church, etc. 
Teaching in theological seminary or college 
almost e.xclusivaw in the ~ield .o~ pastoral care 
and psychology. ' 
Other. 
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In order to unde~etend the role of the ohaplain in 
the eare of the patient, the interest of religion and 
e~peoially the Christian ohureh in the in~titutional care 
of sick people mu~t be appreciated. Tlie plaee of the 
ho8pital in modern society 18 not to be consid~red only 
~rom the medical point ot view, but also with its social, 
religious end per~onal implioation8. After eenturies of 
ideological conflict and professional jealousy centered 
e.-round the petient • there is now an increasing interest 
in co-operation between religion end medicine. The 
chaplain is at the crux of this co-operation. 
In attempting to analyze this function end relation-
ship, the oon.eept or "rolen was dravrn f'rom recent work in 
soeial psychology. The role concept is useful not only 
in understanding personality structure and functions but 
also in delineating the interpersonal relationships ot 
group dynamics. In the ease of the chaplaincy, the signi-
ficant inter-professional group and social context f'or the 
role of the· chaplain is the health team, or staff of the 
hospital. Meanwhile the social end psychological impli-
cations ot the institutional structure _of the hospi:tal 
have to be kept in mind, 
1. Purpose ot the study. There is a threefold aim 
in ~aking this study of the role of the chaplain: (i) To 
ascertain the chaplain's functional role; (ii) To analyze 
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psyehologieally the dynamics of the role ot the ~haplain; 
and (iii) To d.escribe the relationship a between the chap-
lain and others 1:n the hospital. 
/ 2~ Research deaign. It wa8 decided to survey a group 
of representative, yet somewhat standardized, people who could 
spe~ ~rom their o~m experience about the role of the chap-
laina Questions were then put to them in ~ueh a way as tQ 
allow them to express as spontaneously es possible their 
perceptions of the role ot the ehaplein. For this reason 
the open-ended type ot question was used as mueh e.s possible 
to avoid the ~estrictive prejudgments of fixed categories. 
A. Areas of the role investigated, Five areas o~ 
information ¥rere explored by the questions. 1. Introductory 
intomation end vital statistics concerning the chaplain's 
work and person. ii. The functions and activities of the 
chaplaints role. iii. Communication between the chaplain 
and others effeeted by his· :role. In this ease, th~ nothers71 
will include doctors, nurses, and patients. iv. Integration 
of the chaplain's role into the health team; This area 
includes the extent to vrhich the chaplain is, or vrants to 
be. accepted a~ a funetioning member of the staff as a 
dynemic, interacting ~roup. v. MOtivation and personal 
factors in the role of the chaplain. This includes the 
personel satisfaction~ of the role to the individual chap-
lain and the need reduction which his role provides. 
B. Methods used in t':5.~._study. A three-:-page question-
naire V.Tas sent by mail to the chaplains and a one-page ques-
tionnaire sent to doctors, nurses, and patients. Personal 
intervievrs ¥Tere used where possible, and the same schedule 
of qu~stions was followed ·as in the mail questionnaires to 
keep the data comparable.. The interviews provided a fuller 
analysis end gave a richer respon~e because of the stimulus 
and encouragement Gf interpersonal relations. But, because 
distance ~imited thit~ method, the mail questionnaires were 
helpful in making the study more representatiTe bOth in 
numbers and geographical distribution. 
· C~ The samnle chosen. The Chaplains' Section of the 
.American Protestant Hoepitel. Association v-ras used beoause ot 
the diversity of denominations end types of·hospitels rep-
resented. From thi~ group were chosen those members who 
v-rere accredited by the standf.~rds of the American Protestant 
Hospital Association and vrho were actively serving as chap-
lains as of July, 1951. On the aBsuraption that it would be 
most informative to have doctors, nurses, and patients who 
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had actue.l ex-perience with the role of the chaplain, the 
chaplains were asked to seleot tvm of each of these three 
types of persons in their respeetive hospitals for the studr. 
Thj,s method was used bot.h in the distribution of the question-
naires end in arranging for the interviews. 
Out of the fort~r-f'ive chaplains who qualified for this 
study according to the above criteria, a total of thirty-
nine were reached; twenty-one by questionnaire and eighteen 
by personal interview. Fifty-one doctors responded; twenty-
' six of these by means of questionnaires and twenty-five by 
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the interview method. Among the sixty-one nurses who mspond-
ed, twenty~nine·were reached by questionnaires and thirty-two 
through interviewing. Forty-five J§>atients co-operated; 
twenty-three answering questionnaires and twenty-two granting 
interviews. Thus a total of' one hundred ninety-six persons 
were includ~d in this study; ninety-nine by using ques~ion­
naires and ninety-seven through interviews. 
These data were grouped under two headings: (1) The 
chaplain's perception of his role, and (2) Othe~s 1 perception 
of the role of' the chaplain • 
. ... J 3. Concl'U.Sion s. A review of the 11 tara ture ill related 
fields suggests the following three conclusions: 
(1) The church is re-emphasizing its historic concern 
:for the care o:f the sick. Whereas, 1n the early church and 
in Medieval times, this took the for.m of the establishment 
and maintananee of hospitals, the present tendency ia:to 
provide a specialized chaplaincy servia e Within both. Oh'O.l:''Ch-. 
related and public hospitals. 
(2) The ~resent interest in the psychosomatic aspects 
o:f illness has made the medical profession more aware of the 
contribution the Chaplain can make to the care o:f the patient. 
(3) Because o:f the specialized role of the chaplain, 
he needs clinical pastoral training, whieh is an effective 
method of role training for the chaplaincy. 
TliLe :f'ollowi:ng .B·ol!l·ewaiolil~·~are suggested by analysis of 
the data in this study. 
(1) .Pastoral calla on patients con&ume the largest 
share of the chaplain's time, an average of twenty-one 
hours per week. Ref'ernala from the staff for his services 
come mostly from nu~ses, who also have the highest regard 
for the uniqueness of his. role. Sixty-one per cent of the 
nurses replied that none of the aspects of the chaplain's 
work could be equally well performed by someone else on 
the staff. 
(2) The role of the chaplain needs to be integrated 
into the health team by interpretation and clarification of 
his functions and by inter-professional co-operation and 
:mutual respect. Thirty-rive per cent of the chaplains said 
that resistance to chaplaincy was due to the fact that his 
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role was unclear to other staff members. Interpretation is 
important because communication between the chaplain and others 
on the staff is dependent upon their perception of his role. 
(3) Chaplains feel that re'!ations between themselves 
and others could be improved through group methods such as 
by giving lectures to nursing&asses and attending staff meetings. 
(4) The chaplain functions with increasing effectiveness 
to the extent others share his role in any area. For example, 
about halt et the eha:plains• doetors·, nurses and :patients 
meationed religious counseling as a unique tunotion ot the 
chaplain; this shows agreement o:t"·role perception- HoweTer$ 
there was a wide disparity of opinion about religious aots 
such as sacraments, prayer and scripture reeding. Thirty-
one per cent or the chaplains, only four per cent of the 
doctors, twenty-one per cent of the nurses. and thirty-
hine per eent of the patients ment~oned thie factor as 
being most frequently requeeted or the chaplain. Thus, 
there may be more et:fective role fulfillment in the area 
of religious counseling where there is more agreement in 
role perception than in the area of religious acts where 
lack of agreement allows only partial role fulfillment. 
(Jt) Four types or integration are noted as bases for 
evaluating the role of the chaplain in the health team. 
,Interdependent integratio.p. exists when the chaplaint s role 
is judged by relationship to other$ persone who have secure 
status in the health team. Attributed integration exists 
when the chaplain is considered an integral member of the 
staff by reason or administrative sanction or authoritetive 
fiat. Professional integration is that acceptance as a 
member of a group beoause ·of his prof'eseional statue or 
attributee V~rhioh are held with equal validity in any 
situation and are not unique to the special group in ques-
tion. Earned integration is the most meaningful because 
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it is e~quired by the direet re~ults.of inter-protessional 
•c..-ope rat 1on, technieal eompetenee in one • s speeial.ty ,, .and 
etfeetiTe interpersonal relationships. 
The eha~lain who has earned integration into the 
heal.th t~am ot his hospi-tal and whG shares his perceptions 
ot his role with the largest number of significant people 
is the one who functions most effectively in the role of 
the chaplain in the care of the patient~ 
6 
-) Further research in the role o'f the ohaplain 
may proceed along two lines: First. to make an intensive 
study of the chaplaincy program of one hospital using 
sociometr:te.tecbnique~ and personal interviews to survey 
all the member~ of the staff and a large sample of patients. 
Secondly, to investigate the role of the ohaploin as a 
group leader of worship serviees and of permissive dis-
cus3ion groups in the eare of the chronic patient. 
8 
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